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THE CLASSIFICATION AND TREATMENT with conservative treatment. Surgery is rarely in- 
OF HYPERTHYROIDISM* dicated in this condition. 


J. Witt1am Hinton, M_.D., 

Associate in Surgery, N. Y. Post-Graduate Medical 
School and Hospital; Adjunct Assistant Visiting 
Surgeon, Bellevue Hospital, 

New York. 

The following classification of hyperthyroidism is 
used in this clinic. A: Adolescent goiter. Physio- 
logical gland with a slightly increased secretory func- 
tion. B: Adenomatous goiter. Pathological gland 
with an overfunction apparently of the diseased por- 
tion of the thyroid tissue. C: Exophthalmic goiter 
or Graves’ disease. Pathological gland with over- 
function and dysfunction. We believe the above 
forms of hyperthyroidism are separate and distinct 
diseases and are not interchangeable. 

ADOLESCENT GOITER. The overfunction in this 
type is a very mild degree of hyperthyroidism and 
is seen in females between the ages of twelve and 
sixteen. The cause of this condition may be at- 
tributed to several factors: First, prolonged adminis- 
tration of thyroid extract or some form of iodine 
‘medication without periods of interruption in the 
therapy ; second, foci of infection, chief among which 
are the tonsils, teeth, accessory sinuses, and the 
gastro-intestinal tract; third, an enlarged thymus 
apparently plays a role in some cases. The diagnosis 
of this condition cannot always be definitely made 
from the clinical examination. The patient usually 
presents symptoms of slight nervousness and a pulse 
rate between 80 and go per minute. 

The neck will reveal a symmetrical enlargement 
which is soft in consistency. The basal metabolism 
rate is usually found between +15 and +25. The 
history and clinical picture of these cases are dif- 
ferent from that of Graves’ disease and of adenoma 
with hyperthyroidism. The treatment will depend on 
the physical findings. If foci of infection are found, 
they should be corrected before any other form of 
treatment is advised. The patient should be taken 
off all forms of iodine therapy. An x-ray picture 
should be taken of the mediastinum to determine 
an enlargement of the thymus. These cases usually 
will subside after correcting the foci of infection. 
plus luminol, 14 gram every four hours, ‘or other 
sedatives, and correcting the general hygenic condi- 
tion under which the patient is living: X-ray therapy 
seems indicated if there is an enlargement of the 
thymus and if the hyperthyroidism does not subside 

“From the Surgical Service of Dr. Charles Gordon Heyd at 


New York Post-Graduate Medical School and Hospital. 
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ADENOMA WITH HypertHyrorpisM. In this con- 
dition we believe that the adenomatous growth has 
taken on an increased secretory activity while ap- 
parently the other portion of the gland carries on its 
normal function. Adenoma results from a fetal 
adenoma which has remained dormant since, intra- 
uterine life (Goetch). Usually during the child- 
bearing period, between twenty and thirty, the fetal 
adenoma enlarges, particularly if the patient has re- 
peated pregnancies at this time and occasionally 
hyperthyroidism is produced. The most usual 
history, however, is after ten or twelve years, fol- 
lowing the original enlargement, when the patient 
notices occasional palpitation and shortness of 
breath. The menopause seems to bear some rela- 
tion to the beginning of hyperthyroidism of this 
type. 

Diagnosis. Any woman presenting herself with 
unilateral enlargement of the neck and complaining 
of rervousness, palpitation, or shortness of breath 
should be suspected of having hyperthyroidism until 
disproven. The basal metabolism determination will 
reveal a much higher rate than is usually suspected 
from the clinical examination. It is not uncommon 
to find the metabolic rate from +75 to +100 in 
this condition and the patient going about her daily 
routine with very few complaints. The consistency 
of the enlargement is always firmer than the sur- 
rounding tissue and several discrete nodules may be 
felt in the thyroid gland. The exophthalmos, fine 
fibrillary tremor, vasomotor disturbances, diaphore- 
sis, and marked loss of weight which are usually 
encountered in Graves’ disease are not present in 
adenoma with hyperthyroidism. A coarse tremor is 
seen and the thrill over the thyroid gland is much 
less marked than in cases of Graves’ disease. 

Treatment. It would seem from the clinical 
picture and pathological data (Wilson) that we are 
dealing with a localized tumor or tumors of the 
thyroid which have taken on an over-function. Con- 
servative care and x-ray therapy seem to offer very 
little or no hope of arresting this condition. We 
helieve that surgery is indicated in all cases of this 
type of hyperthyroidism as soon as a diagnosis is 
made and the general condition will permit opera- 
tion. The surgical complications are cardio-nephri- 
tic changes. Post-operative thyrotoxicosis, such as 
is encountered in cases of Graves’ disease, is not to 
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be feared in adenoma with hyperthyroidism. -The 
pre-operative treatment is directed at the cardio- 
vascular system and these patients are kept on tinc- 
ture digitalis, 20 minims every four hours, and lum- 
inol 1% grains every four hours, until the general 
‘condition will permit surgical intervention. The 
follow-up of these cases is most satisfactory, pro- 
viding adequate thyroid tissue is removed at the 
original operation. 

ExOPHTHALMIC GOITER OR GRAVES’ DISEASE. 
This form of hyperthyroidism is apparently due to 
a hyperfunction as well as a dysfunction of the gland, 
although this fact has not been definitely proven. 
Clinically and pathologically one is dealing with an 
entirely different condition in Graves’ disease than 
in hyperthyroidism of adenoma. The organic com- 
bination of the thyroxin seems to have a different 
molecular structure in Graves’ disease which ac- 
counts presumably for its service action on the myo- 
cardium and nervous system. Graves’ disease is 
much more acute than the other forms of hyper- 
thyroidism and it runs through definite cycles in 
contrast to hyperthyroidism of adenoma, which 
seems to be a progressive condition without re- 
mission. Cases of Graves’ disease can almost date 
their trouble to some definite shock or. unpleasant 
experience. It runs a very rapid course of develop- 
ment and most, if not all, of the cardinal signs and 
‘symptoms are seen within three months from the 
onset of the disease. The clinical picture of this con- 
dition is entirely different from that of adenoma and 
these cases apparently suffer from a much more 
severe form of toxemia. If one will compare a case 
of Graves’ disease of one year’s duration, with that 
of a thyroid adenoma with nervousness and short- 
ness of breath for one year, two distinct clinical 
pictures are found. In Graves’ disease the patients 
are usually in the first crisis or just passing over 
it and the metabolism will be anywhere from +40 
to +75. As a rule they are incapacitated and unable 
to carry on their regular occupations. If one com- 
pares an adenoma of the same duration, the pa- 
tient’s metabolism will be between +15 and +25 
with the patient apparently not suffering much incon- 
venience so far as the toxemia is concerned, and 
able to carry on his daily routine. 

If patients with high metabolic rates are compared, 
for instance, a case of Graves’ disease with a meta- 
bolism of +70 to +100 and one of adenoma with 
the same metabolic rate, one will find the Graves’ 
disease case always a much sicker patient than the 
case of adenoma with the same findings. The ade- 
noma with this metabolic rate is almost always going 
about his daily routine, which is not true of cases 
of Graves’ disease. The above clinical pictures are 
very definite and striking. Pathologically one can 
differentiate adenoma with hyperthyroidism from 
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Graves’ disease. The adenoma presents a picture 
of hypertrophy of the cells with storage of colloid 
in the acini. The colloid seems to be denser in the 
center. There are always acini with cells apparently 
in a state of increased activity. If an adenoma with- 
out hyperthyroidism is compared with this picture 
(Wilson) the colloid is more deeply stained and js 
more evenly distributed in the acini. The cells and 
nuclei are smaller in the adenomata without hyper. 
thyroidism than in those with an increased secretory 
activity. In the adenomata with hyperthyroidism, 
sections of the thyroid gland will always reveal nor- 
mal thyroid tissue. In Graves’ disease the whole 
thyroid gland is involved and normal cells are not 
seen. The entire gland shows increased activity with 
hypertrophy and hyperplasia of the cells and infold- 
ing of the cells in the lumen of the acini. Newly 
formed acini are always seen. The colloid material 
is very much less than in an adenoma and stains 
very weakly. . The difference in the hyperthyroidism 
of the two conditions is presumably due to the ab- 
sorption of a different form of thyroxin. The in- 
creased number of cells in the adenomatous growth 
have given off more thyroxin than the body normally 
needs. The chemical structure of this substance is 
presumably the same as that from a normal thyroid 
gland, and the toxemia is due to absorption of normal 
thyroxin which is given off in excess of the body’s 
needs. 

In Graves’ disease it would seem that we have an 
entirely different chemical constituent. The epithelial 
cells in Graves’ disease are in a hyperactive state. 
Clinically, this condition runs a much more rapid 
course than other forms of hyperthyroidism and the 
excessive demand thrown on the cells of the gland 
forces them to give off a thyroxin molecule that 
is incompletely formed. The rapidity with which 
thyroxin is formed gives it a different chemical struc- 
ture from thyroxin formed in an adenomatous goiter. 
Due to this alteration in the structure of the 
thyroxin, one is presumably dealing with a dysfune- 
tion as well as an overfunction of the gland in 
Graves’ disease. From the above conception of the 
difference in the activity of the two types of hyper- 
thyroidism, one has the basis for the administration 
of Lugol’s solution, which presumably changes the 
secretion of the Graves’ disease into that of an ade- 
noma after ten to fourteen days administration 
( Plummer). 

Treatment. 


It is not my aim to enter into forms 
of treatment of Graves’ dise&se except the surgical, 
for we believe that surgery offers a higher percentage 
of cures with a lower mortality and less economic 


loss than any other form of treatment. The manage 
ment of our cases is as follows: First, the basal 
metabolism is determined under the patient’s normal 
daily routine, before medication has been adminis- 
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tered or prolonged rest in bed. This gives a more 
accurate index to the severity of the condition with 
which we are dealing. Second, rest in bed plus 
chair privileges seem better than absolute rest; 
juminal, 114 grains every four hours, tincture dig- 
italis, 15 minims every four hours ; forced fluids, and 
if they cannot be taken on account of gastro-intestinal 
disturbances, hypodermatoclysis may be resorted to. 
Lugol’s solution, 7 minims every four hours, codeine 
¥, grain at night may be prescribed; ovarian sub- 
stances 3 grains, and pancreatic substance, 2 grains, 
are given every four hours. (The ovaries and the 
pancreas have an inhibitory effect on thyroid ac- 
tivity.) This is continued for seven to ten days 
and then the basal metabolism usually shows a drop 
from five to twenty points, unless the patient is in 
a rising wave of the disease. If the general condi- 
tion will not permit surgery, the treatment is con- 
tinued for seven to ten days longer. If at the end 
of this period patients have not shown improvement 
both clinically and by repeated metabolism tests, we 
believe it is better to carry them through the crisis 
by conservative treatment and resort to surgery at 
a later date. Ligation of the arteries does not seem 
to be indicated if they do not show improvement 
under the above treatment. After a period of con- 
servative treatment the patients must be brought 
back for an operation. At the present time we are 
using rectal anesthesia, which consists of a mixture 
of six ounces of ether, two ounces of olive oil, and 
one dram of paraldehyde, administering one ounce 
of this mixture per twenty pounds of body weight. 
It is usually not safe to give more than a total eight 
ounces, except in selected cases. We do not continue 
the administration of Lugol’s solution longer than 
three weeks. If improvement is not seen within 
that time it is discontinued. 

Conctusions. First. The treatment of hyperthy- 
roidism depends upon the type of disease. Second. 
Hyperthyroidism of adenomatous goiter should be 
submitted for surgical operation as soon as the diag- 
nosis is made, as it is a progressive disease without 
remission. Third. The surgical intervention in Graves’ 
disease rests with the clinical picture and the 
metabolic findings, but all cases seem to stand a 
one-stage thyroidectomy, if properly selected. 

125 East 72ND STREET. 


THYROIDITIS. 

Thyroiditis, due to infections of the gland, is of 
relatively rare occurrence; the constitutional symp- 
toms produced are difficult to distinguish from those 
of exophthalmic goiter and malignancy—CHARLES 
H. Mayo in The Journal of the Indiana State Medi- 
cal Association. 
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CLASSIFICATION OF GOITERS ON A 
PATHOLOGICAL AND CLINICAL 
BASIS 
ArtTHurR E. Herrzcer, M.D., F.A.C.S., 

Hatsteap, Kansas. 

The ultimate test in the comprehensive under- 
standing of any disease is the ability to prognosticate 
accurately its course, both treated and untreated. 
The first requirement in attaining this end is an ac- 
curate knowledge of its pathology and pathogenesis. 

The primary difficulty in the study of the goiter 
problem lies in the confusion concerning its path- 
ology. This confusion is due largely to the fact 
that those who have talked about the subject vastly 
outnumber those who have studied the pathology of 
the disease. The difficulty has been further compli- 
cated by the fact that the majority who have studied 
the pathology have been concerned with the speci- 
men only. This leads to the consideration of the con- 
dition as a fixed state, while as a matter of fact, 
there is no disease that is so constantly varying in its 
course. Therefore to the surgeon who will study his 
own material is afforded a great advantage, for to 
him this ever-changing process is most apparent and 
after observing a sufficient number of cases he is 
able to chart with a degree of accuracy the natural 
life history of the disease. 

The chief difficulty in the classification of goiters 
is the loose manner in which terms are used. The 
favored classification is into two general groups, 
the adenomas and Graves’ disease. Both are much 
confused designations. The adenoma group is made 
to include the old lobulated colloids, with little or no 
new gland formation, and the encapsulated, embry- 
onal rests which most often exist as independent 
single nodules or may be scattered about in the old 
colloids. Surgeons seem to think that the nodula- 
tions in the irregular old goiters are made up of 
nodules of fetal adenomas. Nothing is farther from 
the truth. They are nothing but old colloids, some 
areas of which have collected colloid more rapidly 
than others. On the other hand, the Graves’ disease 
group is made to include the Basedow group as well 
as the group not attended by eye and other signs 
characteristic of a typical Basedow’s disease. Be it 
remembered Basedow hewed true to type and des- 
cribed those goiters only that are attended by eye 
signs. To speak of Basedow’s disease as of two 
types, that with eye signs and that without, is as 
ridiculous as to speak of millionaires as of two 
types, those who have money and those who have 
none. If there are no eye signs they simply are not 
Basedow’s disease. Graves, on the other hand, in- 
cluded all toxic goiters, those with eye signs and 
those without. Those surgeons, therefore, who 
wish a large bag in which all toxic goiters may be 
thrust may very properly speak of Graves’ disease. 
To regard Graves’ disease as synonymous with Base- 
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dow’s disease, however, is to disregard the funda- 
mental factors involved. 

This study is based on an observation of upward 
of 6,000 goiters studied in the Halstead Hospital 
together with the impressions gained in the observa- 
tion of cases seen elsewhere but on which records are 
not conveniently available. The aim has been to de- 
velop a classification that will meet the requirements 
of the pathological laboratory as well as of the 
clinic. The ultimate test of such a classification 
must be found in prognosis. This classification, I 
believe, enables one better to say at the outset just 
what is going to be the end-result in any particular 
patient, with and without treatment. I do not be- 
lieve a more elaborate classification is needed for 
clinical purposes and I believe a less complicated one 
leads to inaccuracy and confusion. 

I believe it is a mistake to classify goiters into 
the nontoxic and toxic groups. The non-toxic had 
better be classed as the not yet toxic. 

In presenting my classification I shall indicate, 
first, the clinical course, then the pathology, and 
finally the outcome. I hope in this way that the 
relation between the several types will become at 
once apparent. 

Two grand divisions may be made: the colloid 
and the adenomatous. The colloid includes those 
in which the increase of colloid in the acini is the 
cause of the increase of the size of the thyroid 
gland; the adenomatous those in which the increase 
in the size of the thyroid is due to the proliferation 
of the glands of the thyroid. 

Colloid Goiters. In this group, as just noted, 
the increase in the size of the gland is due to 
the accumulated colloid in the acini. The difference 


they manifest clinically is due to the structural’ 
changes in the colloid and in the acini and possibly . 


in the interstitial cells. 

Simple Adolescent Colloid. As the name implies, 
this type is that commonly seen in childhood and 
early adult life. There is no constitutional disturb- 
ance and little or no local inconvenience. The thy- 
roid is enlarged, usually uniformly, and that is all the 
disturbance they cause. This enlargement is due to 
an increase in the colloidal content of the acini with 
little change in the acinal epithelium or in the col- 
loid. It is this type that the iodides are able to 
prevent and usually to cure. Surgical interference 
is seldom required unless, becau-e of great size, re- 
moval is desirable. The outlook after operation is 
good, though often treatment should be employed 
after operation because what is left is still diseased 
gland and may take on renewed increase in size. 

Interstitial Colloid. This type affects chiefly 
young adults. There is a mild degree of nervous- 
ness, moderate variation of heart beat, usually from 
go to 120, a small uniform goiter, generally firm, 
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sometimes sensitive to pressure. The patients tire 
easily and present a general aspect of exhaustion, 
Very often there is an associated dysmenorrhea, 
This type may resemble very closely an incipient 
tuberculosis, for which it is often mistaken. The 
structure of the goiter shows a vacuolization of the 
colloid, a flattening of the acinal epithelium and an 
increase in the interstitial cells. This type recovers 
under medical treatment in from six to eighteen 
months. Rarely what appear to be instances of in- 
terstitial colloid goiter prove by their progressive 
development to be true adenomas. Recovery may 
be hastened by operation in some cases and this is 
sometimes advisable when the patient cannot be 
controlled. 

Lobulated Colloid. These are the typical goiters 
of adults. For some reason not apparent, this type is 
called adenoma, notwithstanding there is no gland 
proliferation which the term “adenoma” implies. 
They are usually irregularly bilateral and cause little 
difficulty except from their size. They may persist 
in this state with periodic exacerbations and remis- 
sions, notably during pregnancy, for many years. 
They are made up of large acini filled with colloid, 
usually little changed but it may be more or less 
degenerated. The epithelium usually is a little flat, 
the interstitial tissue may show extensive increase, 
hemorrhage and pseudo-cyst formation and the 
various degenerations may be found. All these 
changes are compatible with good health save for 
insidious cardiac or renal involvement. These are 
the “innocent” goiters. In this type medical treat- 
ment is of no avail save in some of the earlier cases 
where the division between this type and the adoles- 


cent colloid is not sharply defined. This type of 


goiter should be operated upon even when there is no 
evidence of trouble of any sort. Sooner or later 
toxic symptoms will become manifest and when 
they do are apt to be progressive and severe. The 
majority of medical deaths come in this class. They 
must be called medical deaths because they cannot 
be brought to a state where any sort of surgical 
procedure is possible. They are properly called 
medical deaths also because it is the internists who 
regard them as innocent. Even before a toxic state 
is reached some of these patients die because of 
heart or kidney failure either with or without opera- 
tion. Iodine is never permissible in these because a 
toxic state may be precipitated. 

This type is always a menace and should be oper- 
ated upon when still in an inactive state. The results 
are uniformly good. 

Degenerated Colloids. 


Sooner or later in the 
lobulated colloids just described the scene changes 


and the goiter becomes toxic. This is the “Base- 
dowified’ goiter of Kocher and the toxic adenoma of 
our surgeons. They are never “Basedowified” inas 
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much as they do not develop any of the specific signs 
of a true Basedow’s disease, and they are most cer- 
tainly never adenomas, inasmuch as there is no gland 
increase but a degeneration of an old colloid. They 
are just degenerated colloids. Without warning, or 
sometimes provoked by iodine treatment, these pa- 
tients lose weight, become nervous, often nauseated. 
These changes most commonly take place beyond 
middle life. There may be no demonstrable gross 
change in the goiter but it may have increased in size 
and it may be firmer to the touch. Histologically 
they differ from the same class in the quiescent state, 
by a degeneration of the colloid and of the acinal 
epithelium. Occasional areas show actual cell pro- 
liferation but such areas may be found in glands that 
have not shown increased toxicity. In some areas 
the epithelium may be more prominent, and some- 
times some evidence of acinal increase, justifying in 
a small degree the appellation “adenoma”. Gland 
increase, however, never accounts for the lobulation 
and bosselations as some surgeons seem to think. 
Taken as a whole, however, it is the degenerated col- 
loid and the flat or degenerated epithelium that dom- 
inate the field. When the disturbance is mild, opera- 
tion produces excellent results. Just what the re- 
mote results may be is somewhat conjecturable. All 
medical or other non-operative treatment is useless 
and iodides in any form are dangerous. 

Adenomas. Under this head are included those 
types in which there is an actual increase in the ade- 
nomatous portions of the gland. These include the 
fetal adenomas, the toxic adenomas and the toxic 
adenomas with eye signs, the true Basedow’s. 

Fetal Adenomas. This type presents encapsulated 
tumors, usually solitary, sometimes multiple, and are 
made up of small acini, for the most part free from 
colloid. They are often observed in children and 
usually exist for considerable periods without causing 
trouble. When they become toxic it is usually not of 
an extreme degree. When they become toxic colloid 
is usually found in a moderate degree in many of the 
acini. The surrounding gland is not changed. Of 
course a thyroid that harbors a fetal adenoma may 
take on other types of development but the two con- 
ditions are independent. Medical treatment never 
does any good and may do some harm. Surgical 
treatment is brilliant in its results because the entire 
diseased area may be removed. Here, at least, one 
may safely speak of surgical cure. 

Toxic Adenomas. In this type there is usually a 
more or less uniform enlargement of the gland. It 
is usually firm or hard and may be sensitive to press- 
ue, The constitutional changes may be extreme, as to 
both nervous disturbance and loss of weight. The 
pulsating gland, the high-pitched voice, the capillary 
dilatation and eye signs indicative of a Basedow’s 
goiter are absent. The histology shows an actual in- 
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crease in the number of acini—a true adenoma. The 
colloid frequently is diminished in amount and in 
large areas may be absent. The epithelium is high 
and deeply staining. Operation is always indicated 
at the earliest possible moment. Rest and sedatives 
may be necessary as a preliminary when operation 
is not possible when the patient is first seen. How 
much iodides may be made to contribute to this is a 
question; the pulse is slowed in some instances and 
possibly the patient is made less nervous. Certain 
it is the technical difficulties of the operation are not 
lessened by the iodine treatment. Time alone can 
free the adherent gland. The results from operation 
are prompt and lasting. 

Papillary Adenomas (true Basedow type). This 
also is a true adenoma and differs from the preced- 
ing in that there is, in addition to the increase of the 
acini as in the preceding type, an actual proliferation 
of the acinal walls. The gland is often expansile, the 
voice is high-pitched, the skin capillaries are dilated 
and there is general restlessness. The above 
enumerated signs often enable the observer to pre- 
dict that eye signs will appear some time in the 
future. These eye signs are pathognomonic but 
the other signs are often sufficient for a diagnosis. 
Histologically, as already noted, there is a marked 
gland proliferation but the distinguishing point is a 
papillation of the acinal epithelium. No medicine 
has a curative influence, operation alone is of avail. 
The results are not so prompt and certain as in the 
preceding form of adenoma. The nervous symp- 
toms are more persistent and eye signs, once present, 
tend to remain for a long time. In this type, too, 
there is more apt to be a recrudescence in late years 
which in some cases leads to the death of the patient 
without there being any anatomic reasons demonstra- 
ble. The whole picture of this form of goiter sug- 
gests that there is a powerful influence outside of the 
thyroid gland. 

The classification herein presented may be sum- 
marized as follows: 


Type of Goiter Treatment 
I. COLLoIDs 
A. Adolescent Iodides 
B. Interstitial Iodides, bromides, and 
pituitary extracts. 
C. Lobulated Operation (Iodides.) 
D. Secondary toxic Operation. 
II. ADENOMAS 
A. Fetal Operation. 
B. Toxic (non- Operation. 
Basedow) 
C. Toxic (Base- Operation. Prolonged , 
dow) after-treatment. 
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THE CARDIAC RESERVE, AND ITS 
RELATION TO SURGERY 
T. L. Deavor, M.D., F.A.C.S. 
Syracuse, N. Y. 

In the history of every individual, there comes a 
time, a moment, when his physical existence draws 
to a close. It may be the result of accident, of dis- 
ease or the sequence of old age. There is no alter- 
native. Physical life is exceedingly complex, and 
cannot be clearly defined; but is, doubtless, the pro- 
duct of many activities going on within the body. 
Opinions differ on this point. Some regard the cell 
as the center of all life; others, the brain and others, 
still, the heart. However that may be, there is with- 
in us, somewhere, a certain amount of reserve force, 
not called for in the daily routine, which rises up in 
the hour of emergency. This is strongly indicated 
by the manner in which we respond to the stress and 
strain of the business and social world. For one 
must have not only a continuous production of ener- 
gy to safely balance metabolic waste, but also a 
conservation of power against the day of necessity. 

While the lungs, the kidneys and other large or- 
gans are vital to one’s existence, yet, in a crisis, we 
are quick to examine the pulse—the heart—that we 
may know the real outlook. Upon what then do 
one’s chances depend, in a desperate state, as after a 
grave operation, or in the presence of shock? First 


of all, upon a concerted action of every system in 
the body, but more particularly, if not essentially, 


upon an accessory force or power. And since the 
heart is the potential element about which all hope 
is centered, in doubtful conditions and in every ser- 
ious operative procedure, we would call this force, 
this power, the cardiac reserve. 

We often say of a patient that he has splendid re- 
serve force, having passed through heavy financial 
strain, with little or no physical depression, or that 
his ancestors were of a rugged type, and all reached 
a very old age. We comment upon how some per- 
sons work night and day, sleep only a few hours, 
seldom take any recreation, scarcely know what it 
means to grow tired. They seem to have unlimited 
endurance. It is a common thing to refer, with 
much satisfaction, to certain individuals, because of 
their unusual resistance to acute infection, or to 
long-continued illness of a chronic form. Now, a 
large group of persons may be classified as having 
these characteristics. And if each one were subject- 
ed to a rigid physical test, with few exceptions the 
heart would be found doing very creditable work, 
signs of decompensation being slight or absent. All 
of which goes far to prove the assumption, that there 
is a cardiac reserve. 

In the natural course of events, every heart is 
destined to beat a certain number of years. This 
‘time may be conserved or lengthened by individual 
care, or by therapeutic measures. It may also be 
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cut short by strenuous living, as well as by accident 
or disease. So far as we know, the heart is the only 
organ in the body that has the power to initiate its 
own activity. And while the heart action is some- 
what dependent upon the central and sympathetic 
nervous systems, through the vagus, for rate and 
rhythm, these systems, with their far-reaching influ- 
ence, would be utterly helpless, were it not for the 
blood stream which tirelessly bathes the countless 
number of brain cells. Therefore, back of all activity 
is the circulation and back of this, the heart. Note 
how the heart resists the onset of dissolution. When 
the pulse has left the wrist, and the lower half of the 
body is virtually moribund, the patient may yet 
smile, look about the room and even answer ques- 
tions. But the very instant the heart stops, cerebra- 
tion ceases, the eye gives up its luster and the facial 
expression becomes a blank. Life ends with ez- 
haustion of the cardiac reserve. 

The heart of a warm-blooded animal will continue 
to beat rhythmically for some little time after it has 
been completely excised from the body (Starling), 
The cardiac walls are endowed with latent contractile 
power. The same heart will beat even longer if it is 
kept moist with Locke’s solution, chemically com- 
parable to the blood. The heart muscle is nourished 
by the blood which it also carries to every other part 
of the body. Inability of the heart to thus perform 
its usual function perfectly is, sooner or later, mark- 
ed by the signs of decompensation. The efficiency 
of the circulation, after decompensation has once 
become permanent, may be measured by the amount 
and quality of the cardiac reserve. 

A dog will live and enjoy fairly good health for 
several months after all nerve supply to the heart 
has been severed (Starling). But he cannot run. 
Exertion demands increased cardiac rate and force, 
and this is regulated, to some extent, by the central 
nervous system. A break in the nerve supply to the 
heart, therefore, cripples but does not destroy the 
cardiac reserve. 

While the action of the heart is closely affiliated 
with the central and sympathetic nervous systems, 
yet, when we want to reach certain definite conclu- 
sions regarding the patients resistance, or his life ex- 
pectancy, final stress is laid upon the integrity of 
the heart action, 

Without heart action there can,.in reality, be no 
life. With heart action, however, there is set to 
work a process which is complicated beyond the pow- 
er of description. Blood reaches the lungs,-the brain, 
every part of the body—even the heart itself. Out 
of this complex physio-chemistry, there arises 4 
series of end-results, easily observed, but difficult to 
explain—muscle tone, arterial tension, reflex action, 
equilibrium, vision, speech, memory, and, more wor 
derful yet, the ability to appreciate all this in ones 
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own self. The glands of internal secretion have 
their part to perform. Like animated creatures, they 
ywait their turn, and, at the proper moment, make 
hormonic contributions to the blood stream, as it 
surges along its course—ceaseless activity, day and 
night. A study of these strange phenomena leads 
one to believe that physical life is not only supported 
by many systems, delicate in their construction and 
closely related to each other, but that above all these 
there is a supreme force, which continues to hold 
sway when all other powers are flagging and is it- 
self the last to give out. 

Now we know that various functions of the body, 
digestion, absorption and others, may be suspended 
for a time, without seriously affecting physical life. 
The reserved force, then, which sustains life, under 
such conditions, must be located somewhere. It is 
not a voluntary force, since, under deep anesthesia, 
there is a complete unhinging of all the intellectual 
faculties, yet the heart beats on. It can hardly be 
in the respiratory realm, for the respiratory center, 
like all other brain centers, is active only when sup- 
plied with blood. Therefore, while not proven, it 
seems reasonable to conclude that this accessory pow- 
et—the priceless element, when physical life is in the 
balance—resides within the mechanism of the heart, 
and may be justly called the cardiac reserve. 

Many instances are on record, showing how an 
individual, under critical circumstances, appears sud- 
denly to develop tremendous increase in strength; 
how the muscle power of the heart strives to adapt 
itself to unexpected strain. All these are true exam- 
ples of the manner in which the cardiac reserve is 
brought into service. Against his better judgment, 
aman runs to catch a train. On arrival at the sta- 
tion, he experiences a strange sense of depression in 
the region of the heart, from which recovery is rath- 
er slow. Deep breathing is difficult, fear and appre- 
hension prevail. An expert swimmer, confronted by 
the tragedy of death, from an overturned boat, en- 
lists all his energy in the work of rescue. As the 
last victim is safely brought to shore, he himself 
drops dead. In the first case, the cardiac reserve 
was dangerously overtaxed; in the second, it was 
completely used up. 

The cardiac reserve is more pronounced in some 
Persons than it is in others, as. shown by late fatigue, 
greater resistance to hemorrhage, to infection and to 
Prolonged illness. These persons bear up well under 
general anesthesia. They seldom develop shock, 
they are not physically depressed by financial re- 
Verses, decompensation makes its appearance late in 
life and the usual signs of old age are deferred. 

Conversely, the cardiac reserve is very limited in 
many other persons, as indicated by early fatigue, as 
Well as slow recovery from even the slightest ail- 
ment, Grief, commercial strain and the common 
exigencies of life are burdensome, while loss of sleep 
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and mental anxiety readily repress that vigorous in- 
ward state, ordinarily referred to as “feeling fit.” 

Heredity determines, to a large degree, the quan- 
tity of cardiac reserve. Some persons, in spite of 
care and medication, and in the absence of accident 
or intercurrent illness, never reach middle life. In 
contrast with this, one encounters many instances in 
which men and women live far beyond the average 
age, regardless of their surroundings or the ravages 
of disease. A naturally weak myocardium—fragile 
cardiac reserve—is a constant shackle to one’s am- 
bition. He cannot launch out as others do, for he 
feels his limitations. More than the ordinary amount 
of rest is required, which consumes valuable time. 
Sustained effort, so necessary to achievement, is im- 
possible, and this, with new demands upon his 
strength from day to day, eventually brings about 
the menace of discouragement. 

Crile has shown that through anoci-association and 
nerve block, the tendency to shock, so demoralizing 
to the cardio-vascular system, is greatly reduced. 
This being true, the surgical patient is not only pro- 
tected during the operation, but awakens from anes- 
thesia with a stronger cardiac reserve, and a much 
better chance of recovery. 

If the. cardiac reserve is exhausted, there is abso- 
lutely no treatment that can restore and maintain the 
action of the heart. In suspended animation, the con- 
dition is very different. Here the cardiac reserve 
may yet be aroused by persistent effort. This has 
been accomplished several times by use of the pul- 
motor, by massage of the heart and by injections 
of adrenalin chloride directly into the cardiac muscle. 

When dyspnea on slight exertion, undue. fatigue, 
swelling and cyanosis of the extremities appear at 
infrequent intervals, the heart muscle is beginning to 
fail, and the cardiac reserve is being called upon. 
Such patients bear surgery poorly, and make a slow 
recovery. When signs of decompensation are con- 
tinuously present, even with medication and rest, the 
patient is living entirely upon his cardiac reserve, and 
cannot safely take on any additional strain. Surgery 
here, even with local anesthesia, will have a high 
mortality. 

In certain cases, the cardiac reserve must be ex- 
tremely limited, although there is nothing about the 
patients physical appearance to indicate this fact. 
Very frequently, we hear of persons who, in their 
usual health, retire for the night, and never wake up. 
Others, rising early, express themselves as feeling 
perfectly well, and die suddenly within the hour. 

Assuming then that there is a cardiac reserve, an 
adjustment of the cardiac mechanism, whereby pa- 
tients are carried over periods of unusual strain, as 
that of a grave surgical operation, it is of the utmost 
importance that we know to what extent the heart - 
muscle can be taxed, before the cardiac reserve is 
dangerously ‘encroached upon. Unfortunately, such 
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an accurate conclusion is reached with much difficulty. 
Yet it is pleasing to note that investigation of the 
cardio-vascular system, complex though it is, has 
made it possible, during the past twenty years, to 
change the general mortality of major surgery from 
a hight rate, to one that is now surprisingly low. 

In trying to determine the capacity of the heart to 
withstand extra strain, one should never underesti- 
mate the value of a well taken history, and a careful 
physical examination. Blood pressure is of some 
help, but is a relative quantity. A high or a low 
pressure by itself means little. The relation of the 
diastolic to the systolic pressure is suggestive of 
myocardial strength. There are two readings that 
indicate strain upon the myocardium. They are very 
high systolic with low diastolic, and low systolic with 
high diastolic pressures. The electrocardiograph, 
when available, visualizes the rhythm of the heart 
action, and throws light upon the integrity of the 
conduction apparatus. Determination of the basal 
metabolism rate is essential in some cases. A roent- 
genogram of the chest, and complete blood and uri- 
nary analyses, will enable one to further complete the 
picture of cardiac endurance, by excluding these con- 
ditions that are deleterious to the cardiac reserve. 

The pulse should be examined repeatedly. Its 
message is a valuable one. There are certain varia- 
tions from the normal that should receive serious 
consideration. They are the pulsus alterans; a very 
slow pulse, fifty or below ; a very rapid pulse, not re- 
duced in rate by rest or recumbency ; a pulse that is 
increased ten to twenty beats on slight exertion, as 
turning over in bed; and marked tardiness of the 
wrist pulse as compared with the systolic beat. Con- 
tinuous arhythmia, especially when associated with 
stenosis or regurgitation, is an unfailing sign that the 
cardio-vascular balance is permanently disturbed. 

It is to be understood that, while physical life is 
more or less shrouded in mystery, being the product 
of many systems and organs working together, in 
harmony or discord, the final analysis as to expect- 
ancy rests upon the action of the heart. And this is 
true, whether applied to the desperate risk patient, 
or to the run of patients in daily routine. 

Now, while cardiac energy—and life—are depend- 
ent upon digestion, upon nerve influence, upon renal 
and other activities, the whole mechanism is one of 
functional reciprocity, in which the heart is the su- 
preme element. For the assistance that it receives 
from without, of every kind and nature, is trans- 
formed into units of power, by which the blood 
stream, laden with new force, is relentlessly driven, 
night and day, to every part of the body. 

That the heart is endowed with power, reserved 
for unexpected strain, is shown by its behavior under 
grave circumstances, for example, when the kidneys 
cease to act in suppression of urine, when, in pneu- 
monia, the lungs are hopelessly consolidated, when 
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all nourishment is suspended from obstruction of 
the intestine, when the blood volume is reduced to 
the lowest possible limit by hemorrhage—in all these, 
the heart is the last organ to give out. Hence the 
term, cardiac reserve. 

SUMMARY 

1. The cardiac reserve is an accessory power, 
present to a certain degree in every individual, but 
greater in some than in others, and is capable of be- 
ing dissipated or conserved. 

2. Being a latent power, so to speak, it is called 
upon only in emergency, and is the all-important ele- 
ment in recovery from any surgical operation. 

3. It is a power dependent, to some extent, upon 
extra-cardiac influence, especially that of the central 
and sympathetic nervous systems and the glands of 
internal secretion, but resides largely within the 
mechanism of the heart. Though tenacious in qual- 
ity, it is profoundly affected by shock from any 
cause. It may be suddenly terminated by grave in- 
jury to the head, chest or abdomen, or gradually sub- 
dued by hemorrhage, by disease or the changes inci- 
dent to old age. 

4. The amount of cardiac reserve should be de- 
termined, as nearly as possible, in every patient who 
is to be subjected to major surgery. A complete phy- 
sical examination, a well taken history, the usual 
analyses, the electrocardiograph, blood pressure, the 
metabolic rate and roentgenography, with special 
study of the pulse, both at rest and after exertion, 
are the more substantial means at our command. 
Great importance is attached to the correct interpreta- 
tion of these findings. Even then, we cannot al- 
ways estimate the strength of the heart muscle, and 
therefore of the cardiac reserve, since the limitations 
of physical life are more, or less fixed by conditions 
over which we have no control. 

5. Suspension of the cardiac reserve is not al- 
ways fatal, for many persons have been restored to 
life by means of the pulmotor, massage of the heart 
and by injections of adrenalin chloride directly into 
the heart muscle, even when death seemed inevita- 
ble. When the cardiac reserve is exhausted, however, 
nothing known to science can again set in motion the 
machinery called life. 


GoITER OPERATIONS. 

Examination of the larynx should be made in all 
cases of goiter before operation in order to learn the 
condition of the vocal cords, as one or both may have 
an injured abductor or adductor, more commonly on 
the left side from pressure on the nerves by adeno- 
matous masses. Examination should be made again 
before the patient leaves the hospital to insure the 
competency of these cords.—CHarLes H. Mayo in 
The Journal of the Indiana State Medical Associa- 
tion. 
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FRACTURE OF MEDIAL EPICONDYLE OF 

THE HUMERUS WITH ITS DISPLACE- 

MENT INTO THE SIGMOID CAV- 
ITY OF THE ULNA. REPORT 
OF TWO CASES 
IsaADoRE ZADEK, M.D. 

New City. 

These two patients, males, were seventeen years 
old at the time of their injury. The exact position of 
the elbow at the moment of impact could not be 
dearly stated by either. Both were at play with 
these muscles tense. 

Case 1. H. R., referred by Dr. Karl Gebhard, sus- 
tained his injury as the result of a fall on the left elbow. 


He was running with a foot-ball in the bend of the 
elbow. When seen by me the day after injury, Novem- 


Fig. 1. Case 1. Lateral and sagittal views, showing bone frag- 
ment in the joint but giving no evidence of its origin. 


ber 15, 1922, he was in bed with a markedly swollen left 
elbow, the swelling being especially marked on _ its 
medial aspect. The elbow was held at an angle of 120° 
and movement was restricted and painful. There was 
local tenderness, especially marked about one and a half 
inches above the articular border of the trochlea. The 
elbow could be angulated outward (cubitus valgus) 
twenty degrees. 

oentgenograms showed a piece of bone, the size of a 
grape, wedged in the sigmoid cavity. This bone could 
be clearly seen in both antero-posterior and_ lateral 
views, but its origin was not evident (figure 1). Sev- 
eral oblique views were made and in one of these the 
source of the bone fragment was found to be the medial 
epicondyle (figure 2). It had been broken off obliquely 
instead of flush with the shaft. 

The patient was kept in bed with the arm elevated 
and an ice-bag applied until the swelling had subsided 
considerably. 

Open operation was performed under an Esmarch 
tourniquet, November 21, 1922. 

hrough an oblique medial incision the joint was ex- 
Plored and the bone fragment wedged in the joint was 
removed. It was larger than it appeared in the roent- 
stnogram. The method of occurrence of the displace- 
Ment was of particular interest. Before the bone frag- 
“vee was seen, rough bone, the site of the detachment 
— the humerus, was observed. There was a rent in 

€ capsule here. The elbow could be abducted quite 


readily to nearly ninety degrees. The strip of capsule 
that was torn from the humerus above was found lead- 
ing into the sigmoid fossa of the ulna. On its superficial 
surface the muscle fibers that have their origin at the 
medial epicondyle were found still attached. It was 
a simple matter with the elbow in an attitude of cubitus 
valgus to pick up the bone fragment with forceps. It 
was removed; the capsule was sewn into position with 
plain catgut; and other structures were closed with the 


Fig. 2. Case 1. Oblique view showing the area from which the 
bone fragment was detached—the medial epicondyle. 


same material. The ulnar nerve was found thickened 
and injected but intact. With the forearm in full ex- 
tension and supination, a circular plaster of Paris 
bandage was so applied as to relieve the strain of the 
internal lateral ligament. 

On December 10th, the plaster was removed and 
baking and massage were instituted. The photograph 
made May 6, 1924, shows the end-result (figure 4.) 

Case 2. P. R., referred by Dr. E. A. Rayman, was 
seen by me November 3, 1923, a few hours after he fell 


Fig. 3. Case 1. Two months after operation. The appearances 
are normal except for slight lipping. 


on the outstretched left hand in a position that com- 
monly results in a Colles’ fracture or epiphyseal separa- 
tion of the lower end of the radius. He sustained a 
fracture of the medial epicondyle which was displaced 
into the sigmoid fossa. There was also posterior and 
lateral discoloration of the bones of the forearm. The left 
elbow was held in full extension. It was markedly swoll- 
_en, moderately discolored and in a marked cubitus valgus 
The head of the radius could be seen and felt projecting 
posteriorly and laterally and the olecranon was likewise 
prominent pvsteriorly. The elbow was very sensitive 
to local pressure and painful on attempted movement. 
Roentgenograms showed a fracture of the medial epi- 
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condyle and its displacement into the sigmvid fossa of 
the ulna. In addition there was a posterior and outward 
dislocation of the elbow (figure 5). In this case the 
source of the fragment (i. e., the medial epicondyle) was 
evident in the antero-posterior view. 

The next day, under anesthesia, after first increasing 
the carrying angle in the hope of dislodging the bony 
fragment in the joint, the dislocation was readily reduced 


Fig. 4, Case 1. Six months after operation, showing range of 
active elbow movement. 


by traction and digital pressure on the head of the 
radius. The fragment seemed to slip out of the joint as 
the reduction was accomplished quite easily. Subse- 
quently roentgenograms showed the dislocation of the 
elbow to be completely reduced and the fractured medial 
epicondyle in proper position. (figure 6). 

Three weeks after reduction the plaster was removed 
and the patient began to use the extremity. Physio- 
therapy was not employed. 


Fig. 5. Case 2. Fracture of the medial epicondyle with dis- 
siporment into the joint. Posterior and lateral dislocation of the 
iw. 


Photographs made April 24th, show the range of 
active movement. (figure 7). 

DiscussION AND CONCLUSIONS. 

1. Fracture of the medial epicondyle of the 
humerus is not particularly uncommon. Fracture 
with displacement into the sigmoid fossa is uncom- 
mon. 

2. The medial epicondyle in the first case was 
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obviously broken by muscle pull. It was displaced 
into the joint when the torn internal lateral ligament 
allowed the joint to open in an attitude of cubitys 


Fig. 6. Case 2. After closed reduction. 


valgus, and it subsequently became wedged in the|: 


joint. 
3. In the second case it seems likely that while, 
muscle pull may have assisted in separation of the’ 


bone fragment, the internal lateral ligament instead | | 


of tearing across simply dislodged: this bone frag- 


Fig. 7. Case 2. Five months after closed reduction, showing 
range of active motion and restoration of carrying angle. 


ment at its upper attachment—a condition not un- 
common elsewhere in the body. 

4. According to Spalteholtz, the following mus- 
cles have their origin from the medial epicondyle; 
the flexor carpi radialis, flexor carpi ulnaris, flexor 
digitorum sublimis, palmaris longus and pronator 
radii teres—a powerful muscular attachment to 4 
small area of bone. 

5. Fracture of the medial epicondyle should be 
treated with the elbow in full extension, for in this 
attitude the carrying angle can be properly restored. 
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One cannot be certain of its restoration with the 
elbow treated in flexion. It is claimed that the elbow 
should be immobilized in flexion to relax the attached 
muscles and prevent displacement of the fragment 
across the front of the elbow joint. Practically 
there is no tendency to displacement some days after 
injury. 

Supracondylar osteotomy for correction of cubi- 
tus varus is likely to be unsuccessful if attempted 
correction is made with the elbow flexed—an atti- 
tude used by some operators, probably on the gen- 
eral rule that all fractures at the elbow, except those 
of the olecranon, should be treated in an attitude of 
flexion. 

6. In the first case, where the fragment was re- 
moved by operation, the ulnar nerve was found en- 
larged and injected, but neither of these patients 
showed ulnar nerve symptoms. 


THE PREPARATION OF A DIABETIC 
PATIENT FOR SURGERY* 
Horace J. Hacen, M.D., 

SANTA BarsarA, CALIF. 

“Today the patient with diabetes may be placed 
on an equal footing with a non-diabetic as regards 
operative risk”. This is the conclusion of Adams 
and Wilder’ at the Mayo Clinic after comparing the 
mortality rate on non-diabetic surgical patients. Prev- 
ious to the use of insulin one in three diabetic 
patients died after operations. At present the mor- 
tality rate is only one in sixty-three. The figures 
are significant because they show what proper man- 
agement will accomplish for diabetic surgical patients. 

In preparing a diabetic for an operation the most 
essential step is the elimination of the acetone body 
type of acidosis when present. The acetone bodies 
are incompletely oxidized fat residues. In order to 
completely oxidize fats we formerly taught that in- 
sulin burned sugar and that the fats were burned in 
the fire of the burning sugar. We 'now have suf- 
ficient clinical evidence to warrant our present belief 
that insulin is also directly concerned in the burning 
of the fats. 

The principles in treating acidosis are to stop the 
source of the acetone bodies by means of a diet very 
low in fat with minimum protein ; and to give insulin 
in large doses with sufficient carbohydrate as a buffer 
for the insulin which will completely burn the ace- 
tone bodies to carbon dioxid and water. 

Due attention also should be given to the associat- 
ed disturbances of the water balance and the alkali 
reserve of the body. Fischer® has shown that in 
acidosis the colloids bind the available water of the 
body. It is necessary, therefore, to give large 
amounts of fluids*. Alkaline salts in sufficient 
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amounts may be supplied by means of proper foods, 
especially the fruits. 
Diet IN THE TREATMENT OF ACIDOSIS 

The following diet, supplemented with 1000 cc. of 
water is used routinely in this clinic for the treat- 
ment of acidosis: 1000 cc. of orange juice, 600 cc. 
of skimmed milk and 90 grams of oatmeal (dry 
weight) are divided equally into three meals. Thus 
at each meal are given 200 cc. of skimmed milk and 
30 grams of oatmeal. The orange juice is preferably 
given between meals. 

The food content of this diet amounts to 270 
grams of carbohydrate and only 28 grams of fat. 
The caloric value is 1300 which is ample for the body 
at bed-rest. The orange juice and milk supply an 
excess of alkaline salts amounting to 59 cc. of a nor- 
mal solution of alkali, 

THE INSULIN DOSAGE 

To eliminate acetone bodies as rapidly as possible 
it is desirable to use as large doses of insulin as 
are safe. At least 100 units per day may be used 
with this diet without fear of overdosage. Each 
specimen of urine passed should be examined at once 
to note the progress in the elimination of the acidosis 
and to be sure that there is sufficient sugar present 
to prevent hypoglycemia. The total daily dose is 
given in two injections; 5/8 of the dose before 
breakfast and 3/8 before supper. 

THE TREATMENT OF HYPERGLYCEMIA 

After having rid the body of acidosis the next pro- 
cedure is to reduce hyperglycemia. It is a frequent, 
clinical observation that hyperglycemia predisposes 
to infection, tissue necrosis and difficulties of wound 
healing’. A blood sugar of not more than .12-.13 
per cent. is desirable if the operation can be safely 
postponed until this can be accomplished. 

In constructing a diet suitable for reducing the 
blood sugar, foods should be selected that will main- 
tain an alkaline urine. It should be a properly bal- 
anced diet. We have discarded the high fat ratio 
diets commonly used in diabetes and are using at the 
present time not less than two grams of carbohydrate 
to one gram of fat. This ratio of carbohydrate and 
fat is preferable for two reasons. First, this high 
carhohydrate ratio maintains the patient safely out- 
side of the possibility of acidosis. Blatherwick fed 
two normal subjects the commonly used, high fat 
diets and in both acetonuria developed. 

Secondly, the percent of blood fat will be lowered 
more rapidly to normal limits than on a higher fat 
ratio*. In diabetes there is a tendency to hyperli- 
pemia and a high blood fat content would increase 
the tendency to post-operative acidosis. 

With these facts in mind a diet was constructed, 
containing 100 grams of carbohydrate, 40 grams of 
protein and 50 grams of fat. This amount of food 
supplies 1000 calories which is the minimum require- 
ment of an average adult at bed-rest. (Chart No. 1). 
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The foods selected are, for the most part, vege- . ° 


tables, milk and fruits because they yield alkaline 
salts. The total food content is divided as nearly as 
possible into three meals. 

At first, the dose of insulin is from 25 to 40 units. 
The progress of the urine sugar and blood sugar 
determines the increase or decrease of the dose. If 
urine sugar persists the dose is increased 1 unit for 
every 3 grams of sugar excreted. As glycosuria 
subsides the dose is reduced on the same basis. 

Insulin is given as necessary until the urine sugar 
passed in 24 hours is reduced to 2 grams or less. The 
blood sugar will then be decreased and should be 
mai‘itained at a level, preferably not in excess of .12- 
per cent. 

If an operation is not urgent the patient is then 
built up physically by increasing the diet to mainten- 
ance requirements, and the insulin dose correspond- 
ingly. We now believe that 1 unit of insulin will 
burn an average of 2 grams of food, carbohydrate, 
protein or fat. Thus for every 2 grams of food add- 
ed the insulin dose is increased by 1 unit. 

A patient on a diet ample for maintenance pur- 
poses and in which the operation has been delayed 
until he is in a normal state of nutrition, is obviously 
a better risk. Whereas our first consideration is to 
produce a normal state of metabolism, the nutritional 
state of the patient deserves consideration. 

From the foregoing we may conclude that a 


patient free from acidosis, with an ample supply of 
alkaline salts and water in the body, a blood sugar 
within normal limits, and in a normal state of nutri- 
tion may be considered as good an operative risk as 
a non-diabetic patient. 


BASIC DIET 
THE DIET AS ORDERED FOR 24 HOURS 


Distribut’n 
by Meals 


Amt. in 
Type of Food Gramé | C 
3% Vegetables 400 12 
6% Vegetables 
9% Vegetables 
15% Vegetables 
20% Vegetables 


Lean Meat (15% Fat) 
Butter 


Fruits 10% 

Dry Cereal 

Milk—Whole 825 

Olive Oil 

Grams of carbo- 
hydrate 

Grams of protein. 36 

Grams of fat .... 50 

Total grams food 187 


Breakfast Grams... 


Total grams 
Calories per gram 

Calories of 

Total Calories... 998 


Dinner Grams... Supper Grams... 
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After having prepared a diabetic patient for an 
operation it is necessary to have in mind the meta- 
bolic disorders that will be superimposed during and 
following the administration of the anesthetic. The 
risk in operating upon a diabetic patient is due to his 
susceptibility to acidosis to which anesthesia narcosis 
contributes. Even with the most careful preparation 
acidosis will accompany and follow anesthesia. In 
studying the blood reaction of non-diabetic patients 
during ether or nitrous oxide anesthesia, Koehler’ 
has shown that the hydrogen-ion concentration is in- 
creased. The acids responsible for the change in the 
blood reaction deplete the alkali reserve of the blood. 
Consequently the carbon dioxide accumulates and 
causes a partial asphyxiation of the body tissues. 
Sansum and Woodyatt® and others®, ?° have demon- 
strated experimentally that a lack of oxygen supply 
causes the liver to discharge its store of glycogen 
with resulting: hyperglycemia. As in the acetone 
type of acidosis the free water of the body is bound 
to the colloids due to the presence of acids. 

Following anesthesia it is a common experience to 
find acetone in the urine. Sansum and Woodyatt' 
found an acetonuria following etherization of nor- 
mal dogs. Farrar‘! states ‘that acetonuria occurs 
after operations in 72% of instances. In preparing 
the material for this paper, urine analysis in 15, con- 
secutive operations showed. acetone in Io instances, 
and in 5 of these, to the extent of three or four plus. 
It seems reasonable to assume that this may be partly 
due to the lack of oxygen and consequently an inabil- 
ity to completely burn the fats. 

There is a marked similarity between the metabolic 
disorders associated with diabetic acidosis and those 
resulting from anesthesia. The resemblance extends 
even to the narcotic effects. As recently demonstrat- 
ed by Allen? the acetone bodies are specific toxins. 
Coma is due to the toxicity of the ketone acids and 
also their neutral salts. When we consider that in 
diabetes there is a tendency to develop acidosis, it is 


apparent that the acidosis due to anesthesia must be © 


seriously considered. And furthermore, the diabetic 
patient must not be handicapped by an existing acid- 
osis at the time of anesthesia. 

The immediate concern following anesthesia is the 
control of acidosis. In this clinic, glucose in some 
form is given routinely immediately after the patient 
returns from the operating room. We give sufficient 
sugar to produce glycosuria. If acetone bodies ap- 
pear in the urine insulin is given to burn them. 

SUMMARY 

1. The most important step in preparing a diabetic 
patient for surgery is the elimination of acidosis. 

2. The blood sugar should be reduced to normal 
limits. 

3. It is desirable that the patient be in a normal 
state of nutrition. 

4. Anesthesia narcosis causes an acidosis which 1s 
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responsible for the risk in operating upon a diabetic 
patient. 
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DE-ETHERIZATION WITH CARBON 
DIOXIDE* 
ETHEL RiIGHETTI, M.D., 
SAN FRANCISCO. 

The principal facts regarding CO, in the physi- 
ology of respiration have been well established. The 
CO, tension in the blood is about 40 m.m. of mer- 
cury normally ; any increase produces hyperpnea and 
a decrease produces apnea. Under normal condi- 
tions this sensitive mechanism secures adequate tis- 
sue oxidation, 

During the past ten years, following chemical re- 
search and clinical observation, Henderson, Hag- 
gard and co-workers have established the value of 
what they term “inhalational therapy”, particularly 
in combating conditions of respiratory depression, 
and especially when due to anesthesia. Carbon 
dioxide is used for this purpose. 

Just as in the beginning of anesthesia the ether 
content of the blood is suddenly elevated, so when 
the ether is stopped, the elimination is very rapid, 
the ether following the law for the diffusion of 
gases. One-half the total amount is eliminated in 
the first half hour as shown by Nicloux and others, 
and the remainder, depending on the rate and vol- 
ume of respiration, in one to two hours. However, 
traces are present in the blood often for 2 to 3 days. 
Henderson has shown that 90% of this ether can be 
recovered in the expired air; a small amout is elim- 
inated through the skin and urine. 

The respiration is depressed usually even after 
light anesthesia, especially with preliminary morphine 
medication. If the depression is marked a partial 
asphyxia results and the elimination of ether is re- 
tarded. 

Rapid ventilation of ether from the body can be 
accomplished by the inhalation of CO,, thereby in- 
‘teasing the respiratory rate and volume. Conscious- 
ness can be established within’ a short period follow- 
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ing cessation of the anesthetic, depending, however, 
on the depth and length of the anesthesia. 

James C. White of Boston has made a series of 
clinical and laboratory studies on the de-etherization 
of patients as described by Henderson and Haggard 
and confirms the good results claimed by them. 

Following Dr. Weeks interest in this work a 
clinical study of 50 patients de-etherized with CO, 
was made at St. Luke’s Hospital, San Francisco, by 
E. I. Leavitt and E. Christiansen. They found it an 
important factor in preventing the distressing after- 
effects of ether. 

Following these optimistic reports, a tank of CO, 
was installed at the Children’s Hospital in San Fran- 
cisco. Carbon dioxide therapy was used following 
ether anesthesia in 46 cases; 75% being children 
from 2 weeks to 16 years of age. 

In adults the duration of anesthesia was from 20 
minutes to 2 hours, tonsillectomies, appendicectomies, 
and pelvic work comprising most of the cases. Mor- 
phine, gr 1/6 to 1/4, was given preliminarily. It 
was not always possible to give the CO, for more 
than 15 minutes due to the pressure of other work. 
There was an immediate response to the CO, stimu- 
lation, the respirations becoming deep and even ster- 
terous in some cases. Many became fully conscious 
and answered questions, others were sufficiently 
awake to move about and cough. One patient marked- 
ly depressed from the morphine and requiring deep 
anesthesia, ceased breathing. The CO, tank was 
brought in just as the surgeon started artificial res- 
piration. This was stopped and CO, was adminis- 
tered. After 15 seconds the patient gave a short 
gasp, respiration, although irregular for a minute or 
two, became established ard the operation was con- 
tinued; CO, was given again at the end of the 
operation and the patient was awake within 5 
minutes. 

Under 6 years of age no preliminary hypoderma- 
tic injection was given. Older children received vary- 
ing doses of morphine and atropine according to the 
age and weight. The duration of anesthesia was 
from fifteen minutes to one hour. The cases were 
mostly tonsillectomies, appendicectomies, operations 
for cleft palate and for pyloric stenosis, and hernio- 
plasties. Light anesthesia was maintained as far’ as 
possible in children, and most of them were semi- 
conscious at the close of operation. 

Carbon dioxide was usually given for five minutes 
and the stimulation was almost instantaneous. The 
respirations became deep and rapid, the color was a 
good pink. Two small children became livid and the 
CO, was stopped at once. 

However, aside from the advantages of having a 
patient fully awake within a short time following 
operation, with restoration of the circulation and the 
body tone to near normal, and the lessening of nausea 
and vomiting, CO, therapy is of interest in its un- 
doubteded prevention of post-operative pneumonia. 
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Pasteur, Elwyn and others have shown that there 
actually is often an atelectasis in the lower lobes of 
the lungs following abdominal operations. This is 
explained as due either to a reflex from the gastro- 
intestinal tract by way of the vagus, or as a result 
of a reflex inhibition of the movements of the dia- 
phragm from the pressure of abdominal packs. Any 


infective material from the mouth inhaled into the’ 


bronchi spreads to the atelectatic area and a pneu- 
monia results, 

The full deep respirations induced by CO, therapy 
re-expand these collapsed areas and insure an excel- 
lent circulation in the lungs. Any mucus in the 
pharynx and bronchus is coughed out and the pro- 
longed irritation with ether is prevented. 

CoNCLUSIONS 

1. De-etherization with CO, is simple and effect- 
ive. 

2. It is probably an important agent in preventing 
post-operative pneumonia. 

3. An emergency tank of CO, in an operating 
room is of more value than the usual oxygen emer- 
gency tank. 
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FOREIGN BODIES IN THE RECTUM AND 
SIGMOID FLEXURE. 
Cuarces J. Drueck, M.D., 


Professor of Rectal Diseases, Post-Graduate Hospital and 
Medical School, 
CHICAGO. 


The conformations of the rectum and sigmoid 
flexure render them peculiarly liable to the arrest 
and retention of foreign bodies, which may reach 
these cavities by one of four modes: first, by being 
swallowed and passed through the intestinal canal ; 
second, by their development in the upper bowel and 
passage through it to the sigmoid and rectum; third, 
by introduction through the anus; and fourth, by 
traveling from a neighboring organ through an ulcer- 
ated opening in the separating structures. All kinds 
of objects, too numerous to recite, have been found 
in the rectum and considering how often children 
swallow all sorts of things, seamstresses swallow 
pins, lathers swallow nails, and carpet-layers swallow 
tacks, it is astonishing that these bodies are not of- 
tener caught in the angulations of the sigmoid, the 
valves of the rectum, or the sphincter muscles. Prob- 
ably they are covered by fecal matter, and so pass 
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out without causing injury. This does not explain 
why a foreign body seeks the interior of the fecal 
bolus instead of its outer surface. 

Several factors, anatomical, physiological and 
pathological, contribute to the lodgment of foreign 
bodies in the pelvic bowel. 

ANATOMICAL PREDISPOSING CAUSES 

The pouches or sacculi of the colon disappear as 
soon as the bowel enters the pelvis and the lumen 
of the gut is encroached upon by the rectal valves, 
thus retarding the free movement of the fecal bolus. 
At this level the lumen further decreases and the 
mucous membrane is thrown into numerous longi- 
tudinal folds, which terminate near the anus in the 
crypts of Morgagni, where small bodies are fre- 
quently caught. The sphincter muscles also com- 
pletely close the lower anal canal. 

PHYSIOLOGICAL PREDISPOSING CAUSES: 

The predisposing causes are important chiefly in 
the production of fecal concretions and coprostasis. 
There is considerable difference in indivduals as re- 
gards their habitual condition of the bowel contents; 
in some these are always more or less hard and dry, 
while in others they are soft or fluid. This condi- 
tion is modified by the habits of the individual and 
his diet and also by altered or deficient secretion 
from the intestinal glands, the liver or the pancreas. 


People living in limestone regions, and drinking 
alkaline waters are liable to the formation of cal- 


careous masses in the intestine. When the intestinal 
contents are persistently hard and dry, it is very easy 
for a small foreign body to become incrusted with 
lime salts; such a body is known as a fecal calculus. 
In individuals subject to chronic constipation, hard 
masses are found, which are called enteroliths. These 
are found frequently in people suffering with rheu- 
matism or gouty tendency, and also in old age where 
there is diminution of the normal peristalsis of the 
bowel. 
PATHOLOGICAL PREDISPOSING CAUSES 

Here are considered those pathological causes that 
tend to form concretions or narrow the sigmoid or 
rectum. Organic stricture of the rectum or sigmoid, 
hypertrophy or coarctation of Houston’s valves, 
tumors of the rectum, or extra-rectal pelvic growths 
that press upon the bowel, diverticula of the sigmoid, 
pelvic adhesions, hypertrophy of the prostrate gland, 
multiple adenoma, hemorrhoids, spasms of the 
sphincter muscles and ptosis of the colon all may 
retard directly or indirectly, the normal movements of 
the intestinal contents. 

Vitiated appetites, such as eating of clay, chalk or 
magnesia, and the passage of gall stones are included 
in such predisposing causes. Paraplegia, by causing 
atony of the muscular fibers of the bowel, may pre 
dispose to the arrest of foreign bodies in the rectum. 
Unusual development of the valve of Houston, the 
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crypts of Morgagni and the diverticula, adhesions or 
displacement of the sigmoid and hypertrophy and 
spasms are all predisposing factors to the arrest of 
foreign bodies. 

ForEIGN Bopirs THat Have BEEN SWALLOWED 

Quite remarkable is the variety in size, shape and 
composition of the various articles that have been 
swallowed, and that have passed safely through the 
intestinal tract without producing any symptoms 
whatever. 

The patient usually has knowledge of having 
swallowed some object, although in the case of chil- 
dren or insane individuals this may not be so, and 
the first intimation of the condition is from the 
suffering due to the lodgment of the object in the 
pelvic bowel. The body need not obstruct the rectum 
in order to cause severe suffering. An apple seed 
or stem being caught in one of the crypts of Mor- 
gagni may excite spasm of the sphincter sufficient 
to simulate a fissure of the anus. When large bodies 
are swallowed the patient is aware of the fact and 
usually seeks immediate medical counsel. If the 
body is comparatively smooth and of such a size 
as to be swallowed without great difficulty, we may 
expect it to pass through the intestinal canal at least 
as far as the sigmoid or rectum. The length of time 
that a foreign body requires to pass through the 
digestive canal to the rectum is very indefinite. Tut- 
tle saw a case in which a tin tag from a piece of 
tobacco was swallowed by a child and did not appear 
at the anus for eighty-four days. Foreign bodies 
in their journey through the intestinal canal may be 
arrested at several points in its passage by some 
fold of mucous membrane or sacculation in the 
bowel. Morton! records a case where the foreign 
body was known to have been in the rectum for four 
years. Objects that have been swallowed uncon- 
sciously or thoughtlessly, and in which the symptoms 
of arrest come on later quite unexpectedly are those 
that concern the physician more. Fruit seeds, coins, 
buttons, pins and false teeth frequently pass through 
the digestive tract until they are caught in the sig- 
moid or rectum. 

FecaL Stones; ENTEROLITHS; COPROLITHS 

Fecal concretions develop in all of these portions 
of the intestine where the movement of the fecal 
current is retarded; at the cecum, the hepatic and 
splenic flexures, the sigmoid and in the ampulla of 
the rectum. Of the 54 cases compiled by Grant” most 
of the foreign bodies were located in the rectum. 
Fecal concretions exist in three varieties : 

First, concretions of stony hardness, brown in 
color, and composed of phosphates of magnesium 
and calcium. These are formed by concentric lay- 
fs about foreign bodies, such as inspissated masses 
i intestinal worms, bits of bone or fruit 


Those of the second variety are light weight and 
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composed largely of undigested vegetable matter. 

The third form are chemical stones resulting from 
the protracted use of calcium and magnesium car- 
bonates, bicarbonate of soda or salol. This last varie- 
ty is uncommon but may reach such enormous size 
as to cause obstruction of the bowel. They form in 
sacculations of the upper bowel and, becoming dis- 
lodged, pass downward and are arrested in the sig- 
moid or rectum. 
ForEeIcN Bopies INTRODUCED THROUGH THE ANUS 

When foreign bodies are introduced through the 
anus into the rectum the purposes for so doing are 
such that the individual does not seek a physician 
until compelled to do so because of the great pain 
and suffering. The introduction may be intentional, 
viz., for the relief of certain symptoms, to excite 
sexual passion, for the purposes of concealment, or 
by accident. 
ForEIGN BopiEes INTRODUCED FOR THE RELIEF OF 

CERTAIN SYMPTOMS 

All sorts of foreign bodies have been introduced 
into the rectum for the purpose of relieving some 
pathological condition. Rectal bougies, rectal dilators 
and nozzles of syringes have been found in the cav- 
ity. A patient of mine who had been receiving gal- 
vanism per rectum, stole one of the electrodes, evi- 
dently intent on treating himself. While using the 
instrument the metallic tip became detached from the 
handle and slipped into the rectum above his reach. 
Believing that the thing would come out soon he did 
not consult a physician but becoming anxious to be 
rid of the object, he took after a few days some 
tapeworm remedy. During the diarrheal evacuation 
following this he was seized with violent pelvic pain, 
together with vesical and rectal tenesmus and called 
a physician who removed the instrument under anes- 
thesia. There was, however, so much tumefaction 
of the rectal mucosa that it was difficult to loosen 
the instrument which lay crosswise in the ampulla. 
ForEIGN Bopies INTRODUCED FOR PURPOSES OF 

CoNCEALMENT 

The rectum has long been known as a means made 
use of by thieves and criminals for the concealment 
of stolen articles, or of instruments for crime. 

Closmadeuc* reports a criminal from whose trans- 
verse colon there was removed a box 14 centimeters 
long, weighing 650 gms., containing coins, several 
small saws, and numerous instruments for effecting 
his escape from prison. This article had been intro- 
duced into his tectum for the purpose of conceal- 
ment and had gradually worked its way upward to 
where it was found. Here it produced peritonitis 
and the subsequent death of the patient. 
ForEIGN BopiEs ENTERING IN THE RECTUM FROM 

ADJACENT ORGANS 

Instances of foreign bodies gaining entrance into 
the rectum from adjacent organs are very rare. It 
may occur when the walls of two viscera have ulcer- 
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ated through as in extrauterine pregnancy, gallstone 
disease and vesical calculus. 
ForeicN Bopies Intropucep INTO THE RECTUM 
By ACCIDENT 

Rarely foreign bodies are introduced into the rec- 
tum by simple accidents, such as a fall on a pointed 
stick or on a fence paling which, breaking off, is 
left within. A number of cases have been reported 
in which individuals have had foreign bodies intro- 


duced into the rectum, either as a practical joke or in 


revenge for some offense. 

Foreign bodies have been used to stretch the rec- 
tal sphincter for purposes of exciting sexual passion, 
and have accidently slipped within the rectum. 

Smiley* reports the following case: 

The unusual features of this case are the size and shape of 
the glass tumbler. C. K., a man, aged 55 years, entered the 
Indianapolis City Hospital, March 10, 1919, at 2 P. M., say- 
ing that about fifty hours before, with the assistance of a 
woman, he had introduced a small glass into the rectum 
for the purpose of exciting sexual passion. 

When I was called to the hospital I found him in shock 
with rapid pulse and rising temperature. I could feel one 
side of the thin-edged glass tumbler tightly wedged about 
4 inches up in the rectum with the mouth down, into which 
had rolled the edematous rectal mucosa, making it impos- 
sible to move the glass down by traction. 

I opened the abdomen, found a beginning peritonitis, and 
after opening the rectum I first tried again to push the glass 
down out of the anus, but could not move it. The glass 
was then removed with great difficulty from above. The 
bulge of the glass acted as an obstruction in pulling it out 
through the pelvis. The top diameter of the glass was 
3 I-16 inches, the bottom diameter 2 inches. It was 4 inches 
high. The two small pieces broken from the top edge 
facilitated its removal to « degree. The patient died six- 
teen hours later. 

Diggins® reported the following case: 

A marine engineer, after an exploit on the Barbary Coast 
in San Francisco, was a victim of rowdy companions. Next 
day, while searching within the rectum to determine the 
cause of certain unusual symptoms, he located something 
that felt like the edge of a glass. Manual manipulations 
failed to dislodge the intruder, so he tried thumb forceps. 
The result was that a particle of the edge of the glass 
was snipped off with each grasp of the instrument, leaving 
a serrated edge. 

Examination in the knee-chest position, with the vaginal 
speculum and long dressing forceps, revealed the base of the 
glass 9 inches within the rectum. 

Pieces of gauze bandage were dipped in plaster-of-Paris 
paste and inserted with long dressing forceps repeatedly, 
until the glass was packed over full. The last strip was 
sufficiently long to leave more than 12 inches free for trac- 
tion. Within half an hour the plaster was solid. As trac- 
tion was made, small particles of loose, hardened plaster 
preceded the glass, and fragments and splinters were in- 
corporated with them. No difficulty was experienced in 
bringing the glass to the sphincter. This was dilated with 
the vaginal speculum, and the foreign body was withdrawn 
with little resistance and no bleeding. 

The object proved to be a common 5-ounce “high-ball” 
glass. The victim returned to duty next day. There was 
no after-pain or complications. 

SYMPTOMS 

The symptoms are subjective and objective and 
will vary a great deal upon the location of the for- 
eign body and the amount of damage done. A for- 
eign body of considerable size may be swallowed 


and not produce any symptoms until it reaches the 
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rectum. Fish bones are the foreign substances most 
often swallowed, and they are usually caught in the 
anal crypts, causing severe pain, but are usually 
recovered before much damage is done. 

The little semilunar anal valves occasionally con- 
tain foreign substances such as pins, bones and 
beads, and it is not always easy to locate them. 

If the object is smooth and round, like a coin, but- 
ton or marble, it causes pain only when attempts are 
made at defecation.’ If, however, it is sharp, like a 
piece of oyster shell or the scale of a fish, the pain 
may be constant, particularly so if the body is grasp- 
ed by the sphincter. 

The patient usually presents himself with symp- 
toms suggestive of the common rectal ailments, such 
as constipation, diarrhea, hemorrhage at or 
immediately foliowing stool, the passage of 
mucus, and tensemus. If the foreign body 
has been swallowed, or has _ been introduced 
into the rectum for legitimate purposes, the 
patient will give a frank account of his suffering. 
A correct diagnosis is also easily arrived at when 
the foreign body formed in the intestine has descend- 
ed to the rectum. If the body is small and lodged 
in one of the rectal valves or one of the anal crypts, 
the pain may be more or less constant or it may 
appear only during defecation. 

The pain will depend upon the shape of the object. 
A round, smooth body will cause much less suffer- 
ing than an irregular body with ragged edges or 
sharp points. If the mucous membrane of the rec- 
tum is penetrated, torn or ulcerated the pain will be 
more or less constant. This is particularly so if the 
body is lodged in the lower rectum or anal canal 
and is caught by the sphincter muscle. Such a con- 
dition may excite so much local pain, sphincteric 
spasm, nervousness and constitutional disturbances 
as to lead to a diagnosis of fissure in ano. 

If the object is large and with smooth rounded 
surfaces the pain may not be acute but rather of a 
dull, heavy aching character, increased upon move- 
ment or jarring, bending down, efforts at stool and 
sometimes the sitting posture. These patients may 
have several thin, watery stools during the day, lead- 
ing the physician to suppose the case is one of diat- 
rhea. 

Spasm of the sphincter and levator ani muscles 
is often present with foreign bodies in the rectum. 
The spasms result from any act or effort which 
causes the body to press upon the muscle. If the 
mucous membrane or the muscle coats are torn the 
spasm will be continuous. 

Constipation and sometimes obstruction may 0c 
cur, as also genito-urinary complications, which lat- 
ter may so predominate that the physician may com 
sider those organs the location of the disturbance. 
Dysuria, anuria, cystitis, pains referred to the testi- 
cles, scrotum and along the crural nerves are all fre- 
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quent symptoms. These may be due to pressure 
upon the urinary tract by the foreign body or to re- 
flex action. 

If the body has lodged in the rectum for a con- 
siderable time there may be much constitutional re- 
action, such as cold sweats, fainting, convulsions and 
high temperatures. 

OBJECTIVE SYMPTOMS 

If the object has been introduced through the anus 
there may be some wound of the parts to indicate 
the cause of the trouble but very large bodies may be 
passed through the anus without causing lacerations. 

If the foreign body has been introduced by acci- 
dent, such as a fall upon a sharp object, the wound 
of a bayonet, or impaling upon a stake, a considera- 
ble hemorrhage may occur immediately but this may 
have ceased before the surgeon reaches the individ- 
ual. 

If the foreign body is large and remains low in the 
rectum the perineum may bulge or the object may 
be seen or felt. There may also be protrusion of 
hemorrhoidal tumors and edema about the anus. | 

DIAGNOsIsS 

The diagnosis is in some cases quite difficult until 
some definite information is obtained regarding the 
method of introduction of the foreign body. . 

The only reliable means of diagnosis in these cases 
is by digital examination, or seeing the object through 
a proctoscope or with the aid of a fluoroscope or 
roentgenogram. 

With the proctoscope often the object may be seen 
and perhaps grasped. If the object is caught in one 
of the crypts of Morgagni the fenestrated speculum 
is of great value to search and remove it. 

Poulet says “There is not a disease in this or the 
adjacent organs which has not been mistaken for 
these cases of foreign bodies or stercoraceous tum- 
ors.” Cancer, uterine tumor, prostate enlargement 
and hemorrhoids have all been erroneously diagnosed 
but such mistakes will not happen if we make a care- 
ful digital exploration of the rectum whenever con- 
stipation has existed more than a day. 

COMPLICATIONS 

Very many complications or accidents follow the 
presence of foreign bodies in the rectum or sigmoid 

depending, however, on the character of the body, 
the method of its introduction, and the amount of 
mutilation produced in efforts to expel or withdraw 
It. 
The majority of foreign bodies swallowed are 
expelled by the unaided efforts of nature, often with- 
out the knowledge of the patient. 

In the spontaneous expulsion of foreign bodies 
such as bones, pins, needles or seeds, there may be 
tearing or puncturing of the mucous membrane at 
any point of the sigmoid, rectum or anus. Fre- 
quently these bodies produce but a slight scratch or 
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tear at the anal outlet which causes a little pain but 
soon heals. In other instances the injury may be 
more extensive, accompanied with considerable hem- 
orrhage and the resulting laceration being infected 
an ulcer at the anal margin results. 

All the while a foreign body is impacted in the 
rectum it tends to irritate and wound the rectal walls 
and is a potential factor causing congestion and thick- 
ening of the walls, and if the wounds become infected 
ulcers or abscesses with fistula formation may re- 
sult. The persistent tenesmus and straining at stool 
may cause prolapse of the rectum. After the re- 
moval of any foreign body from the rectum, a care- 
ful search should be made for blind fistula or ulcerat- 
ed areas. 

Puncture of the bowel by the foreign body, thus 
opening the peritoneal cavity, or ulceration through 
the bowel from pressure necrosis is almost sure to 
produce a fatal peritonitis. Pressure of the foreign 
body on the bladder made by pressure necrosis pro- 
duces a vesico-rectal fistula. 

In the case of small foreign bodies in the rectum 
the symptoms may be quite pronounced and still it 
may be very difficult or impossible to find the sub- 
stance because it is lodged in a rectal valve or crypt 
and the inflamed and congested mucous membrane is 
swelled until it covers the object completely. Cun- 
ningham® records a case where a foreign body was 
found in the nates, six inches from the anus, but 
which had evidently punctured the rectal walls above 
the sphincter and then burrowed down in the direc- 
tion in which it was found. 

Perforation of the rectum and sigmoid is not al- 
ways due to force used in introducing the foreign 
body, nor to rough manipulation in efforts to ex- 
tract it, but may be brought about by peristalsis, 
tenesmus or straining of the patient himself. When 
a foreign body is left within the bowel it tends to 
cause inflammation and ulceration by pressure, thus 
weakening the wall and inviting perforation. Later, 
during a spasm of vomiting or straining of tenesmus, 
it may be forced into the free peritoneal cavity. 

PROGNOSIS 

The majority of cases of foreign bodies in the 
rectum end favorably although the body cannot al- 
ways be successfully removed and death may result 
from peritonitis, shock or loss of blood. 

Cases are recorded where these bodies have punc- 
tured the bowel and caused a localized suppurative 
peritonitis, which, however, was walled off and did 
not become generalized, and the patient recovered. 

The smaller foreign bodies are generally arrested 
at the anus and may be felt just within the sphincters. 
In 20 cases reported by Goodsall, the location of 
the foreign body was within the anal canal. 

TREATMENT 
The treatment of foreign bodies depends to a 
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great extent on the location and nature of the object. 
If found low down in the anus, or in the rectum, and 
not too large, they can usually be extracted from 
below. 

Foreign bodies are usually introduced into the rec- 
tum with the small end first and the sphincter is thus 
gradually dilated until the body slips from the hand 
and the sphincter closes behind it. The removal of 
such bodies is generally more difficult than their in- 
troduction because the large end must be grasped 
and dragged down first and the spasm of the sphinc- 
ur consequent upon the traumatism increases the dif- 
neulty of the withdrawal. If the object is of a soft 
substance, such as wood, it may be grasped with 
1orceps or a gimlet or hook may be introduced into 
1t to assist its removal. If it is composed of steel or 
stone it may be much more difficult to grasp, and 
particularly in the case of glass or porcelain the 
danger of breaking it into fragments will furthe 
complicate its removal. Toogreat pressure or 
manipulation may cause it to slip up further into the 
sigmoid flexure. If the body has sharp corners or 


points the pressure or manipulation may cause it to 
perforate the intestine and cause peritonitis. There- 
fore, any pressure upon the abdomen to steady the 
body during manipulations from below, must be very 
cautiously applied. 

When the foreign body has been detected the 


bladder should be first emptied and it is usually nec- 
essary to anesthetize the patient and dilate the 
sphincter before any attempt at removal is made. ,Be- 
fore attempting to remove the body the parts should 
be thoroughly irrigated with saturated boric acjgl 
solution, to remove as far as possible any surface con- 
tamination that might increase the liability to infec- 
tion. Following this the parts should be thoroughly 
annointed by injecting oil into the rectum and apply- 
ing petrolatum freely with the finger to facilitate 
slipping of the object through the constricted points. 

If the caliber of the anus, which is always swollen, 
is found insufficient for the removal of the foreign 
body, added space may be obtained by splitting the 
rectum back to the coccyx and upward through the 
internal sphincter. It is much safer to cut the 
sphincter than to overstretch or tear it during the 
delivery of the foreign body. It may even be neces- 
sary to excise the coccyx. 

If rough ends or points project from the foreign 
body some surgical measures are always needed to 
increase the size of the passages or efforts at remov- 
al will be difficult or impossible and will extensively 
traumatise the rectal walls. It may sometimes be 
possible to cover sharp or jagged edges with gauze 
or a spoon shaped instrument and thus protect the 
patient’s tissues. 

Small metallic bodies, such as hairpins, wire, safe- 
ty pins and nails may be cut with forceps and re- 
moved piecemeal. Round bodies may sometimes be 
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grasped and extracted with placental forceps or cal- 
culus forceps. 

Where the object is of glass, china or other fragile 
material great care must be exercised not to break it 
because fragments may bury deeply cutting large 
bloodvessels or puncturing the peritoneum. If it is 
deemed advisable to crush the object before remov- 
ing it, the rectal wall should first be protected with 
a layer of gauze to collect the small fragments, 

Another danger is that by too vigorous manipula- 
tion foreign bodies in the rectum may be pushed up- 
ward into the sigmoid flexure, beyond the reach of 
the finger or the grasp of an instrument from below. 

Where the foreign body has been swallowed and 
has lodged in the sigmoid flexure, the introduction 
of the long sigmoidoscope to search for it, may 
straighten out the convolutions, excite an active pei- 
istalsis, and cause the body to be expelled; Tuttle 
records such a case where a set of false teeth had 
been swallowed. The plate was not found during 


the examination but protruded at the anus within an 


hour afterward during stool. 

After the removal of the foreign body from the 
rectum the bowel should be irrigated with warm boric 
acid solution. After this the bowel should be given 
an opportunity for rest and the subsidence of all 
congestive and inflammatory complications. No 
cathartic should be administered unless urgently in- 
dicated. A twelve or twenty-four hour rest of the 
bowel before a passage of the fecal stream is often 
of inestimable value. 

Bleeding points remaining after the final irriga- 
tion should be ligated. Styptics for the control of 
hemorrhage may cause more harm than good. 

REMOVAL By COLOSTOMY 

When foreign bodies are arrested in the sigmoid 
only very limited and careful efforts should be made 
to remove them through the rectum. There is al- 
ways danger of rupturing the bowel at the juncture 
of the sigmoid and rectum and this danger is further 
increased if the foreign body has produced inflam- 
mation of the bowel about it. 

Under such circumstances the abdomen should be 
opened at once by an incision over the outer border 
of the left rectus muscle inasmuch as the sigmoid 
and descending colon can be most easily reached 
from this point. If possible that portion of the 
bowel containing the foreign object should: be lifted 
out of the abdomen and the cavity thoroughly closed 
off with laparotomy pads before the gut is opened. 
Sometimes, because of the size of the foreign object, 
this cannot be done and only a part of the bowel can 
be brought up. A longitudinal incision is now made 
in the bowel over the foreign body and the object is 
removed. If the gut appears healthy it should be 
closed and dropped back into the abdominal cavity. 
If its condition is doubtful it should be lifted out of 
the abdominal wound until all the diseased area 1s 
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outside, and then sutured to the skin edges. 

Should there be gangrene of the bowel, it is advis- 
able that this portion of the gut be resected and a 
lateral anastomosis made, or the bowel may be at- 
tached to the abdominal wall and an artificial anus 
made. In doubtful cases the suspicious loop of bow- 
el may be lifted out upon the abdominal wall, covered 
with a hot towel and have hot water continuously 
poured over it for fifteen minutes ; then if it resumes 
its normal appearance the opening may be closed and 
the bowel returned to the abdomen. 

If the foreign body has punctured the rectum, and 
is free in the peritoneal cavity immediate laparotomy 
should be performed. To remove the foreign body, 
close the rupture through which the body escaped, 
clan out the peritoneal cavity, put in drainage and 
close the abdominal incision. As soon as the patient 
has recovered from the shock he is placed in the 
Fowlers position. The peritoneum is tolerant of a 
small quantity of fecal matter but the Trendelenburg 
position must not be used until the bowels have been 
well cleaned and packed off, as otherwise the fecal 
matter might gravitate toward the diaphragm thus 
inducing a general peritonitis. 

Tuttle recites the following case of Thorndike 
(Boston City Hospital, 1882) : 

A man forty-one years of age, had been in the habit of 
introducing foreign bodies, such as bottles and jars into his 
rectum for the relief of the retention of urine. At one 
time, not having any of the objects which he was in the 
habit of using, and finding a comparatively round smooth 
stone, weighing about 2 pounds, elliptical in shape, and 
smaller at one end than at the other, he greased it, and 
introducing the smaller end into his anus, sat down upon 
it While he was thus seated, the sphincter gave away, and 
the stone suddenly shot up into the rectum. Efforts were 
made by surgeons and others to remove it, but the more it 
was manipulated the farther it receded from the anus. A 
small boy was induced to pass his hand and arm up into 
the patient’s rectum, but, passing it the whole length could 
not reach the stone. 

Thorndike found the patient forty-eight hours later suf- 
fering from tympanites, pain, high temperature, rapid pulse, 
and in fact, with all the symptoms of septic peritonitis. 
With his hand in the rectum he could feel the foreign 
body in the abdominal cavity, but could not reach it. 
By an incision at the outer border of the left rectus muscle 
the peritoneal cavity was opened and the stone found loose 
among the intestines. The aperature through which the 
stone escaped from the intestine was about 8 inches above 


€ anus, and was not gangrenous. It was closed and the 
patient recovered. 


When a foreign body is lodged so high in the rec- 
tum or sigmoid that it cannot be extracted through 
the anus, there is no other resource than approaching 
through a laparotomy. The mortality of this method 
of relief is very high. 
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ELASTIC ADHESIVE PLASTER 
Howarp LILIENTHAL, M.D., F.A.C.S. 


Consulting Surgeon to Mt. Sinai and to Bellevue Hospitals, 
New York. 


During the early period of convalescence follow- 
ing para-vertebral thoracoplasty in pulmonary tuber- 
culosis, I have often felt the need of a material to 
take the place of the usual forms of adhesive plaster 
to secure compression and support of the hemi- 


Fig. 1. The elastic plaster without stretching. 


thorax. Ordinary plasters have a tendency to creep 
and loosen so that frequent reapplication is neces- 
sary. 

The various corsets, braces, and bandages that 
have been devised for this purpose, as well as for 
limiting the motions of respiration in non-operative 
cases of unilateral phthisis, are often cumbersome 
and uncomfortable to wear. 


Fig. 2. The elastic plaster stretched, showing an increase in 
length of about 100% (See scale.). 


It occurred to me that elastic webbing combined 
with adhesive plaster would make an_ excellent 
dressing for this purpose; and at my suggestion a 
well-known manufacturer made for me a material 
which has fully demonstrated its value. It consists 
of a rubber and cloth webbing with adhesive mass 
applied to one surface of the fabric.* Thus far it 
has been furnished in strips about one yard long and 
about two inches wide. It stretches more than dou- 
ble its original length. (See figures 1 and 2.). 

My first experience with this plaster was in cases 
of thoracoplasty after the external wound had healed 
but before the resected ribs had solidly united. Dur- 
ing this period, the patients had often complained of 

*The plaster is furnished under the name of “Elastikon.” 
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pain and of a sense of insecurity which produced 
difficulty in coughing and expectorating even in 
spite of frequent changes of the usual adhesive applying ordinary adhesive plaster, as shown in 


Fig. 3. Mode of application to chest. 
strapping. With the elastic plaster the creeping was 
taken up so that firm and even pressure was secured 
for as long as three weeks without a change. The 
patients have uniformly expressed themselves as 
greatly relieved. ; 


Fig. 4. Posterior view with reinforcement. This shows a case of 
paravertebral Comonaienty, and illustrates the application of the 
plaster in these cases. ore than two strips may necessary, 
however. 

The mode of application in these thoracoplasty 
cases is illustrated in figures 3 and 4. The elastic 
plaster is first applied in front, its end at the median 
line. The patient or an assistant holds the end in 
place and, with the plaster on the stretch, it is applied 


as far as the posterior median line and here cut off. 
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If the ends of the webbing are not held, there is a 
tendency for them to curl up. This is obviated by 


Fig. 5. The plaster applied to the abdomen. 
figure 4, these reinforcing strips passing beyond 
the median line front and back from two to four 
inches farther than the ends of the elastic webbing 
and overlapping by at least two inches. 
It is, of course, important that the adhesive mass 


It does not 
surround the y and is much more comfortable than the spica. 
The gauze dressing can be changed without 


employed should be non-irritating to the skin. 

Soon after this satisfactory experience in thora- 
coplasty I found that the material could be advan- 
tageously used in other conditions. Indeed, its ready 
adaptability and its freedom from folds and wrinkles 
seems to promise a range of usefulness far greater 


Fig. 6. The supplanting the spica bandage. 


removing the plaster. 
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than I had realized. A few of the other uses of this 
plaster follow : 

In the pain of pleurisy to reduce the amplitude of 
the movements of respiration. 

In fracture of the ribs. 

In place of the irelastic plaster after abdominal 
section when there is distension. The steady com- 
pression continues after the distension has disappear- 
ed. This fabric is not intended to replace the inelas- 
tic plaster in ordinary cases. 

As a support in visceroptosis. For this purpose a 
wider band is desirable, but the ordinary width can 
be employed as shown in figure 5. It will probably 
be necessary to use a heavier webbing for this pur- 
pose. The plaster is so adaptable that it will sup- 
port even a flat abdomen. 

I have also employed the material instead of a 
spica bandage in suppurating wounds of the groin 
in ambulant patients. This dressing is far more 
comfortable than any other that I have ever seen for 
wounds of this kind because walking is unimpeded. 
The plaster need not encircle the body and, once 
applied, it may remain in place for more than a 
week, the dressings being adjusted daily as shown in 
figure 6. 

It is probable that the elastic plaster. may be of use 
in certain cases of edema of the lower extremities 
and in varicose veins of the leg but I have not yet 
had occasion to employ it in this way. 

It should not be used ordinarily in dressing frac- 
tures or in strapping sprains of the ankle. In the 
latter injury an inelastic fabric best substitutes the 
function of the torn ligaments. 


TRAUMATIC ANEURISM OF THE LEFT 
RADIAL ARTERY—A CASE REPORT 
FREDERICK S, WETHERELL, M.D., - 
Syracuse, N. Y. 


J. I, factory mechanic, aged 31, consulted me in 
September, 1924, because of a small tumor which 
had developed on the left forearm following an acci- 
dent. On August 1st while he was manipulating an 
automobile windshield the glass broke and a piece 
pierced the coat sleeve and entered the skin on the 
anterior surface of the left forearm about 7.5 cm. 
above the styloid process of the radius. When the 
sleeve was removed, the blood from the wound 
spurted into his face and a tourniquet was applied. 

The family physician took two stitches in the 
wound and the bleeding stopped. When _ these 
stitches were removed a week later, there was no 
swelling in the region of the wound. In about a week, 
however, a tumor the size of a small marble, was 
noticed at the side of the wound. The physician, 
‘gain consulted, incised the mass with the idea that 
it might be a stitch abscess. As soon as the incision 

been made, arterial blood came from the wound 
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in spurts. A silkworm gut suture, placed deeply, 
proximal to the incision, controlled the bleeding. 

It was at the time of this second treatment that I 
first saw the patient. There was very little swelling 
but a thrill could be felt over the radial artery at the 
site of injury. Inasmuch as the bleeding was con- 
trolled, and it was evident from examination that 
the radial artery had been injured, it was thought 


Fig. 1. Aneurism of the left radial artery following trauma 
from a piece of glass. After removal of the dressing a pulsating 
mass appeared which steadily increased in size. 


best to treat the condition expectantly. A week 
later the silkworm gut suture was removed and there 
was a considerable amount of oozirg, but this was 
readily controlled by a dressing that maintaired a 
constant pressure over the area. The pressure was 
kept on the wound for two weeks. As soon as it was 
removed, however, a pulsating mass would appear. 
(fig. 1). There was no bleeding. The pressure was 


Ten months after excision of the aneurism shown in Fig. 
The arrows 


Fig. 2. 
1, the function of the arm and hand were perfect. 
indicate points at which pulsation can be felt. 


permanently removed with the result that the mass 
increased in size daily. The tumor could be easily 
emptied by pressure. 

A diagnosis of traumatic aneurism of the left rad- 
ial artery was made, ard because the wall was appar- 
ently getting thinner, it was decided to excise the 
mass. A longitudinal incision was made over the 
aneurism and the entering artery ligated. The mass 
was dissected out and the emerging artery ligated. 

Recovery was uneventful and the patient returned 
to work on the seventh day after the operation. Ten 
months after operation function was normal and the 
hand felt the same as before injury. Pulsation could 
be felt at the points indicated by arrows in figure 2. 

This case is reported because of its rarity and to 


‘demonstrate how efficiently the collateral circulation 


of the hand takes care of the blood supply after in- 
jury to one of the pair of main arterial trunks. 
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THE FEMALE SEX HORMONE 


Of much significance, it seems to us, is the pre- 
liminary report (Journal of the A. M. A., August 
15, 1925) by the gyrecologist, Robert T. Frank of 
New York, and some of his recent coworkers in 
Denver, that they had succeeded in extracting 
the female sex hormone from the blood of estrous 
sows, and of demonstrating its activity by specific 
physiologic tests. : 

This in itself is an important achievement for it 
is, we believe, the first time that a hormone has been 
extracted from the blood and thus clearly demor- 
strated to have been circulating therein. It is, ac- 
cordingly, a very strong support for the hormone 
theory which, to a considerable extent, we have been 
accepting on faith. 

This “female sex hormone,” as Frank and Gus- 
tavson call it, can be recovered also, which they 
showed in a recent publication (Journal of the 
A.M, A., June 6, 1925), from the Graafian follicle, 
the corpus luteum and the placenta, three endocrine 
structures to which these investigators gave the col- 
lective name of “gestational gland.” Like thyroid 
extract, epinephin, pituitrin and insulin, this female 
sex hormone is not species specific; that is to say, 
the hormone derived from one animal will exert its 
physiologic influence upon another of a different 
species. 
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The female sex hormone appears to be active from 
early fetal life until the menopause. To its influence 
we must attribute all the qualities included in the 
term “feminine.” Puberty, cyclical sex phenomena 
and gestation are directly controlled by it. Thus far, 
because of its instability and its solubility only in 
oils, the hormo~e has not been applicable to thera- 
peutic use. There is good reason to hope, however, 
that an extract may be obtained in therapeutic form, 
thus providing the long-sought specific for many of 
the disturbances of menstruation, pregnancy and the 
climacteric. 


“PSEUDO-APPENDICITIS” 


To the clinician of an older generation, the 
terms typhlitis and perityphlitis conveyed the 
concept of what was considered a definite medi- 
cal entity. But with the advent of the modern 
knowledge and attitude towards inflammations 
in the region of the ileo-cecal junction these 
terms have come to have a more limited applica- 
tion and less common use; and for two decades 
following the introduction of the operation of 
appendicectomy every lesion of the right iliac 
region was diagnosed as appendicitis. Where a 
real acute appendicitis was found, the opinion of 
the surgeon was justified. Where no gross lesion 
was found, a microscopic examination of the 
amputated appendix was often held to yield war- 
rant for the surgical procedure. However, with 
the passage of time and the accumulation of ex- 
perience, it was found that even after the removal 
of an organ showing the changes considered 
characteristic of a chronically inflamed appendix, 
the symptoms persisted and the patient remain- 
ed uncured. The diagnosis of chronic appendi- 
citis, (or, as it is all too commonly called, “chron- 
ic appendix”) which was previously made with 
such ease, came into disrepute, and the existence 
of such an affection has been questioned. Some 
of our confréres substituted the diagnosis of neur- 
asthenia or, the more facetious, of “right-sideitis”. 

But the ghost would not be laid as easily as 
that. In France, particularly, during the past few 
years, the concept of “chronic appendicitis” has 
been insinuating itself into the literature, and re- 
cently the whole of the complex problem of the 
lesions of the right iliac fossa has been studied 
by de Martel and Antonie under the title of 
“pseudo-appendicitis”.* They have made a care- 
ful clinical and pathological study of all the more 
common causes of the “right iliac fossa sy? 
drome”. Apart from true chronic appendicitis, 
which in their opinion is characterized by definite 


engravings. 


cli 
pai 
lov 
ile 
ly, 
app 
cec 
tac 
dia 
ba 
ilec 
bili 
of 
[ 
sy 
we 
eq 
tak 
ba 
= i 
lar 
tio 
ane 
tor 
to 
is 
th 
co 
ta 
A 
ab 
sic 
th 
lat 
ki 
an 
th 
| a 
fo 
or 
a 
m 
~*Pseudo-Appendicitis. Study of the Mechanical Syndromes ta 
TOINE, Medecin des Hopitaux de Paris. Authorized translation m 
from the French by James A. Evans, A.B., M.D., formerly Assitt 
ant Radiologist, Hopital St. Antoine, Paris. Octavo; 211 pages; to 
Philadelphia: F. A. Davis Co., 1925. 


MBER, 1925 


tive from 
influence 
d in the 
nomena 
Thus far, 
only in 
to. thera- 
however, 
tic form, 
many of 
and the 


ion, the 
yed the 
e medi- 
modern 
mations 
n these 
applica- 
decades 
tion of 
ht iliac 
Vhere a 
nion of 
s lesion 
of the 
Id war- 
r, with 
| of ex- 
emoval 
sidered 
pendix, 
remain- 
ypendi- 
‘chron- 
e with 
istence 
Some 
f neur- 
Jeitis”. 
sily as 
ist few 
s” has 
ind re- 
of the 
studied 
itle of 
1 care- 
more 
syn- 
licitis, 
efinite 
yndromes 
THIERRY 
‘arp 
anslation 


ages; 41 


Vou. XXXIX, No. 9 


clinical, radiologic and laboratory findings, they 
enumerate as the most common causes of this 
painful syndrome Jackson’s membrane, typhlo- 
colitis, Lane’s kink, cecalgia, perivisceritis of the 
Jower or upper quadrant, simple spasm of the 
ileum or a post-appendicitis omentitis. Clinical- 
ly, all of these patients complain of pain in the 
appendix region associated with symptoms of a 
ceco-colic stasis of greater or less degree. These 
symptoms are partly of an intestinal nature, at- 
tacks of constipation alternating with periods of 
diarrhea, and partly of a reflex nature—insomnia, 
anorexia, loss of weight, fatigue and anemia. 
Roentgenologically, especially by means of the 
barium enema, there can be seen evidence of an 
ileo-cecal or ceco-colic stasis with impaired ino- 
bility and occasionally filling defects indicative 
of a spasm of the gut. 

Frequently these patients can be cured of their 
symptoms by a proper regulation of diet and the 
wearing of some sort of abdominal support. But 
equally frequently, these measures prove unavail- 
ing and operative interference must be under- 
taken. In such cases, according to these authors, 
there are several types of procedure that may be 
instituted, viz., a sectioning of all restraining 


bands as in the case of a Jackson’s membrane or 
a Lane’s kink, a restoration to position, e. g., 
cecopexy as in the case of a too mobile or pro- 


lapsed cecum, and finally a side-tracking opera- 
tion when the stasis is undeniable. Of the 
anastomoses, the authors prefer ileo-sigmoidos- 
tomy to the more difficult ileo-transverse colos- 
tomy or ceco-sigmoidostomy. The anastomosis 
is carried out best by means of the button. If 
this procedure does not succeed in curing the 
condition, there remains nothing but to under- 
take a complete or partial colectomy. 

Perhaps these operations have continued to be 
more generally practiced in Europe than in 
America. While they have by no means been 
abandoned in this country we have the impres- 
sion that they have lost favor with the more 
thoughtful of American surgeons; and that the 
latter are no longer much concerned with Lane’s 
kinks, with Jackson’s membranes, with reefing 
and suspending the so-called cecum mobile, with 
the mutilating operations of ileo-sigmoidostomy 
and colectomy for which Sir Arbuthnot Lane 
found so many and such fantastic indications. 

In questioning the wisdom of these plastic 
operations on the intestine for the treatment of 
pseudo-appendicitis”, we confess that we are at 
a loss to supply a satisfactory explanation for 
many of the cases of pain in the right lower quad- 
tant of the abdomen. No doubt they are often 
due to intestinal disturbances, but these are com- 
monly functional or are, at any rate, amenable 
to non-operative measures, as indicated by De 
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Martel and Antoine. Many cases are due to 
causes outside the digestive tract, and of these a 
small percentage, at least, are postural or occu- 
pational. 

It cannot be denied that these pains, often 
momentary and often more or less vague in loca- 
tion, are complained of by individuals whom we 
properly classify as neurotics and hypochondriacs 
—not overlooking, to be sure, the fact that they 
are often visceroptotics or are otherwise afflicted 
with a bad physique. Certainly one of the im- 
portant factors in fixing these pains upon the in- 
dividual, and of fixing the individual’s attention 
upon these pains, arises when he is told by some 
misguided physician that he has a “chronic ap- 
pendix”. We believe that medical men more 
often than the surgeons are guilty of this and 
that roentgenographers are the worst offenders. 
We do not agree with DeMartel and Antoine that 
roentgenologic examination is useful, as a rule, in 
diagnosing chronic appendicitis; and we are very 
skeptic indeed of the value of the deduction 
“chronic appendicitis”, with which so many 
roentgenographers often conclude the description 
and interpretation of their findings. Rarely, to 
be sure, the barium-filled appendix is visualized 
as so long and so distorted that it may be admit- 
ted to be a menace, if not actually pathological ; 
but we are far from satisfied of the value of the 
signs, direct and indirect, upon which the +-ray 
diagnosis of appendicitis is usually based. It 
seems to us quite unwarranted to deduce an ap- 
pendicitis from roentgenologic signs of ileal 
stasis, ileo-cecal valve insufficiency or colonic 
Almost equally unreliable as evidence 
are filling or failure of the appendix to fill with 
the opaque substance, segmentation of the filling 
or a bend in the appendix. We quite agree with 
Carman who, in his work on The Roentgen 
Diagnosis of Diseases of the Alimentary Canal, 
says: “On the whole, the value of the roentgen 
signs of appendicitis appears to depend not only 
upon the intensity of the examiner’s endeavor, 
but also, to some extent, upon the degree of his 
enthusiasm. Inasmuch as few normal appendices 
have been found by surgeons or pathologists, the 
diagnosis of appendicitis upon any grounds what- 
ever is not at all hazardous CE tea 
One may be told by the roentgenographer that 
the appendix is kinked and held down towards 
the pelvis by adhesions, yet find that appendix at 
operation straight, mobile and pointing upward! 
Incidentally, the term “adhesions” is used too 
loosely by surgeons in connection with appendi- 
ceal conditions. In our experience true adhes- 
ions, far from being common in appendicitis, are 
rather rare. What are often called adhesions are 
merely folds of the mesenteriolum! 
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AssocIATION OF MILiTaRy SURGEONS OF THE 
UNITED STATES 

The Association of Military Surgeons of the 
United States will hold its annual meeting at the 
Hotel Waldorf-Astoria, New York, October 8th to 
roth. Official delegates from eighteen foreign coun- 
tries will participate. The programme will include 
visits to West Point, Ellis Island, the Naval Hospi- 
tal and Medical Supply Depot in Brooklyn, the air- 
drome at Mitchel Field on the day of the Pulitzer 
race, the Rockefeller Institute and various hospitals, 
and a review of and demonstration by the 1o2nd 
Medical Regiment of the 27th Division. 

Physicians who are serving or have served in the 
Army, Navy, Marine Corps, the Reserve, the 
Natioral Guard or the Public Health Service are 
eligible to membership. The dues, $5 per year, in- 
clude subscription to an excellent monthly journal, 
The Military Surgeon. 


Progress in Surgery 


Selections from Recent Literature 


Tannic Acid in the Treatment of Burns. Epwarp C. 
Davinson, Detroit, Mich. Surgery, Gynecology and 
Obstetrics, August, 1925. 

As soon as the patient is seen, he is given a relatively 
large dose of morphine sulphate hypodermatically (for an 
average adult 4% grain) to alleviate the intense pain. The 
burned area is covered with dry gauze pads which are held 
in place by gauze bandages. This dressing is then soaked 
with 2.5 per cent aqueous solution of tannic acid. It is 
essential that the tannic acid solution be made up fresh 
just before use. 

In order to prevent the deep caustic tissue injury found 
by Schuetz to follow the application of concentrated tannic 
acid, small sections of the dressing have been opened for 
inspection at the end of 12 hours, 18 hours, and again at 
the end of 24 hours. As soon as the part is found to have 
assumed a light brown color, all dressings are removed. 
In order to facilitate removal of the dressings without pain 
and without causing further trauma, wet the gauze with fresh 
tannic acid solution shortly before this is done. 

The wound is thereafter left exposed to the air but is 
carefully protected from mechanical injury, chilling, and 
bacterial invasion by a suitable cradle draped with sterile 
linen. In the more serious cases artificial heat has been sup- 
plied by placing within the cradle one or more ordinary 
electric light bulbs. 

In a few cases 5 per cent tannic acid ointment (made with 
equal parts of vaseline and lanolin as a base) was sub- 
stituted for the aqueous solution. It is far less efficacious 
than the solution. Its chief value is about the eyes, where 
the astringent solution cannot be used with entire safety. 

One of the most essential features of the management 
of all burn cases is that of keeping up the fluid balance in 
the body. This is accomplished by forcing fluids by mouth, 
where possible, or by hypodermoclysis, proctoclysis or in- 
travenous infusions according to the special indications in 
each case. Blood transfusion has been employed in some 
of these cases, apparently with favorable effects. 

The Use of Paraffin as a Primary Dressing for Skin 
Grafts. Frepertck A. Cotter, Ann Arbor, Mich. 
Surgery, Gynecology and Obstetrics, August, 1925. 

The grafts in position are dried of all gross moisture 
with cotton applicators. Flexible paraffin of the type used 
in the treatment of burns is applied as a spray by means of 
the paraffin atomizer. The paraffm is maintained at a con- 
stant temperature just above the melting point of the wax 
in a water bath. Do not hold the atomizer too close to the 
graft—a distance of at least 12 inches is correct. The en- 
tire grafted area and a margin of normal skin at its peri- 
phery is covered with a layer of paraffin at least 1.5 mm. 
in thickness. The grafts are thus firmly anchored and their 
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displacement by subsequent manipulation is unlikely. The 
entire paraffined area is covered with overlapping strips of 
gutta-percha each about 2.5 cm. wide and as long as the 
wound. Over this is placed a dressing of fluff gauze sufficient 
in amount so that the pressure exerted by the bandage or ad- 
hesive applied over it will have an elastic quality. A moderate, 
even pressure of this nature can be safely applied since the 
grafts are anchored by the paraffin and this pressure is im. 
portant in securing good results. The part, if an extremity, 
is splinted to secure further security for graft. After 
the grafted area is covered with its coat of paraffin a sim- 
ilar coating of paraffin is applied to the area from which 
the grafts have been removed. Over this a gauze dressing 
is applied and the whole covered by a bandage. 

In grafts applied to a sterile fresh surface, the dressing 
need not be taken down for 5 days at least, but with a granu- 
lating surface the first postoperative dressing is done on the 
third day. At this time the sheet of paraffin can be lifted 
from the grafts without in the least disturbing them. The 
amount of moisture present varies. If the surface is sterile 
the grafts are dry, pink and firmly fixed; if infection 
is present there will be some exudate. If the surface is dry 
and sterile, a dressing similar to the primary one is reapplied 
and the subsequent dressings done every second day. If any 
infection is believed to be present, the wound is cleaned 
with cotton pledgets moistened with Dakin’s solu‘ion, then 
dried and exposed to the air under a screen or bed cradle. 


Paranasal Sinus Disease in Infants and Young Children. 
L. W. Dean, Iowa City. The Journal of the A. M. A, 
August I, 1925. 

Dean says that 80 per cent of his chronic cases of 
nasal sinus disease in infants and young children have 
been cured by the removal of tonsils and adenoids with. 
out any other treatment. These favorable results are 
due in great part to, first, the age of the patient, exclud- 
ing long chronicity; and, secondly, the comparative in- 
frequency of nasal obstructive lesions in this class of 
cases. While nasal obstructive lesions in infancy and 
early childhood are not common, they sometimes are 
present and are important etiologic factors in the produc- 
tion of the sinus disease. In such instances, this con- 
dition must be corrected if the work can be done with- 
out interfering with the development of the nose. The 
local treatment of chronic suppuration of the paranasal 
sinuses in this class of cases consists of nasal irrigation, 
suction treatments and the use of protargin mild or 
some similar drug. An alkaline solution as hot as can 
be comfortably borne should be used. The container 
should not be more than 18 inches above the head, and 
the patient should lie on a table face downward and 
with the head lowered over the end of the table. The 
fluid is lowered into one nostril and flows freely from the 
other without coming in contact with the pharyngeal 
opening of the tube. The protargin mild may be intro- 
duced in the nares by using an eyedropper. This form 
of treatment should be continued only for a few days. 
In chronic maxillary sinusitis it is only sometimes ad- 
visable to aspirate the maxillary sinuses and to inject 1 
per cent. protargin mild or some similar drug. This is 
done by passing a very small trocar through the meatal 
wall into the sinus. A long, blunt needle, to which is 
attached a Luer syringe, can be inserted into the sinus 
through the trocar. The sinus is easily aspirated, and 
the protargin mild is injected. Rarely is it necessary to 
make some opening into the antromeatal wall through 
which the sinus can be daily irrigated. Only very rarely 
is it necessary to operate on the ethmoidal and sphe- 
noidal sinuses. They should be operated on only when 
the sinusitis refuses to yield to persistent energetic treat- 
ment and there is a severe local or systemic complication 
that would justify operating. With proper meteorolog- 
ical conditions, first of which is sunlight; with proper 
diet, especially one rich in fats; with the removal of 
causative factors in the upper respiratory tract, first 0 
which is infected lymphoid tissue in the nasopharynx 
and the oropharynx; with simple nasal treatment an 
perhaps antrum puncture—an apparent cure of almost all 
cases of paranasal sinus suppuration in infants and young 
children can be secured. 
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Pyloric Stenosis of Infants A Statistical Analysis of 
Sixty Cases. Witsur C. Davison, Baltimore. Bulletin 
of the Johns Hopkins Hospital, August, 1925. 

The frequency of pyloric stenosis, as far as determined 
from a study of sixty patients, of whom 32 were treated 
medically and 28 were operated upon, was highest among 
white, male, first born infants of normal birth weight. The 
case fatality rate was highest among those who were not 
constipated, whose onset was sudden, who weighed less than 
seven pounds at birth and on admission, and who had lost 
the most weight since birth. No fatalities ocurred among 
infants who were overweight at birth or who had gained 
in weight between birth and admission to the hospital. 

The fact that the case fatality rate was slightly higher 
in the surgical than in the medical group is, of course, no 
reason that all infants with pyloric stenosis should be 
treated medically, but it is a very good argument against 
operating upon all of these patients as soon as the diagnosis 
is made. The three patients of the medical group who died 
were moribund on admission and were refused operation 
by the surgeons because of their hopeless condition. If 
they had not been included in the medical group, the medical 
case fatality rate would have been zero. 

The more obvious deductions to be drawn are: 

(1) To operate upon all patients who are in such bad 
condition. on admission to the hospital that delay would be 
fatal, 

(2) To make a trial of medical therapy in infants who 
are not in a critical condition and 

(3) To operate upon patients in whom medical therapy is 
not producing any improvement. 


Fistulae and Congenital Cysts of the Lateral Region of 
the Neck. (Les fistules et les kystes congénitaux de 
la region latérale du cou). R. Simon, E. Stutz, and 
R. Fontaine, Strassburg. Archives Franco-Belge de 
Chirurgie, Vol. 18, No. 3, 1925. 

The authors have made a very comprehensive study of 
the literature on cysts and fistulae of the lateral region of 
the neck. They pass in critical review the various theories 
advanced to explain the origin of these cysts and fistulae. 
Several cases of their own are added with careful notes 
on the macroscopic and microscopic appearance of the speci- 
mens. They conclude that cyst and fistulae are not all of 
the same origin and that all can not be ascribed to a branchio- 
genetic source. Certain of these fistulous formations, 
especially those situated above the level of the hyoid bone 
are usually associated with anomalies of the ear and are 
probably of branchiogenic origin. Others, those located 
below the level of the hyoid are most likely due to a mal- 
development of the thymus or a persistence of the thymo- 
pharyngeal duct. Of the cysts, certain are derived from 
a persistence of the thymo-pharyngeal duct, others are pro- 
ducts of the embryonal thyro-pharyngeal duct or the rem- 
nants of the lateral thyroids, while still a third group are to 
be considered as true teratomata with cyst formation. The 
treatment of these conditions is only surgical. The cysts 
must be excised. The conservative treatment of fistulous 
tracts is unsatisfactory, and in order to prevent any re- 
currence they must be completely excised. 


Todin Hyperthyroidism. Conclusions Based on a Study 
of 38 Cases. ArNnotp S. Jackson, Madison, Wis. The 
American Journal of the Medical Sciences, August, 


1925, 

The number of cases of iodin hyperthyroidism has 
gteatly increased, due to the popular demand for iodin 
in the treatment of goiter. 

In the series of 38 cases reported in this article 20 were 


observed within the past six months. Two cases termi- 
nated fatally. 

This condition had generally been termed iodin-Base- 
dow in the literature, and consequently has been confused 
with exophthalmic goiter. 

_ lodin should not be distributed promiscuously either 
i water or salt, but should be administered in exact 
amounts and under a physician’s order. 

ven minute amounts of iodin are sufficient to initiate 
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symptoms of hyperthyroidism in certain persons with 
adenomatous goiters. 

Iodin should be administered with particular care to 
children with adenomatous goiters; it should never be 
given to adults with this condition. 

Every child in the goiter belt between the ages of ten 
and twenty years should receive small weekly doses of 
iodin for the prevention or treatment of colloid goiter. 

Iodin hyperthyroidism is rare in persons under thirty 
years of age. It develops only in the presence of an 
adenomatous goiter. The clinical syndrome may be 
clearly distinguished from that seen in toxic adenoma 
or exophthalmic goiter. Thrills, bruits and exophthalmos 
do not occur. 

If an early diagnosis is made medical treatment may 
abort the toxic symptoms. Thyroidectomy is indicated 
when the condition does not yield to medical measures. 

The pathological picture is not characteristic. Grossly, 
the gland has the typical appearance of an adenomatous 
goiter containing degenerated, cystic, fibrous and cal- 
careous encapsulated nodules. Colloid may be seen in 
large amounts. The microscopical picture shows acini 
of variable size, lined with flat, cuboid cells, and filled 
with colloid. Fetal acini and occasional small areas of 
hypertrophic cells are found. 


The Injection of Absolute Alcohol into the Thyroid 
Gland. Experimental Observation of a Suggested 
Clinical Procedure. Howarp B. Barker, Ann Arbor, 
Mich. Archives of Surgery, August, 1925. 

Alcohol injected into the thyroid gland produces a local 
coagulation necrosis. The extent of gland destruction is in 
direct proportion to the amount of alcohol injected. Thus, 
by repeated injections, the active gland tissue may be re- 
duced to the amount desired. The microscopic picture after 
absolute alcohol injection is similar to that produced by boil- 
ing water. Alcohol injections can be made without the in- 
conveniences and difficulties that are unavoidable with boil- 
ing water injections. 

.Clinical cases of toxic goiter in which absolute alcohol 
injection of the thyroid gland is being done are under 
observation. 


The Diagnosis of Exophthalmic Goiter. =C. 
CHANEY, Memphis. The Journal of the Tennessee 
State Medical Association, June, 1925. 

In the clinical history emphasis should be placed upon 
the development of three characteristics of hyperthyroid- 
ism: (a) a lack of tolerance for heat, (b) an increase in the 
appetite, (c) a loss of weight. There are only two con- 
ditions in which there is a loss of weight in spite of an 
increase in the appetite. These are hyperthyroidism and 
diabetes mellitus. 

The physical examination should be thorough, and it is 
important to record information concerning (a) the size 
and shape of the thyroid gland, and the presence or absence 
of bruits, (b) the presence or absence of exophthalmos, (c) 
the degree of weakness of the quadriceps muscles, (d) the 
pulse pressure, (e) whether there is a stare, (f) objective 
body warmth, (g) presence of a musty or sour odor oi 
the perspiration, (h) atrophic finger nails, (i) tremor. 


Influence of Paravertebral Injections in Angina Pectoris. 
(Die Wirkung der paravertebralen Injektion bei Angina 
Pektoris). F. Manot, Vienna. Archiv fiir klinische 
Chirurgie, July 25, 1925. 

Mandl has been injecting 15 c.c. of a %% solution of 
novocain in the dorsal paravetebral spaces in the treat- 
ment of angina pectoris. He reports on 15 patients who 
have undergone this treatment, some with strikingly 
good and lasting results. He believes that the mechan- 
ism by which these patients were relieved was by an 
anesthetization of the rami communicantes which con- 
tain the sympathetic sensory fibers to the heart and 
aorta. Mandl believes that those cases that showed a re- 
currence of symptoms after a temporary improvement, 
are suitable for the performance of a sympathectomy. 
Where no result at all could be obtained, the author 
believes the trouble lay in a defect of technic, so that the 
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sympathetic fibers were not properly anesthetized. The 
method is harmless and with a little experience is easy 
- to perform. 


A Study of the Family Histories of 300 Patients Suffer- 
ing from Chronic Upper Abdominal Lesions. G. P. 
B. Huppy, London, Eng. The Lancet, August 8, 1925. 
That types of stomach predisposing to gastric and 
duodenal ulcers, respectively, are familial is probably 
largely true. There is, however, also probably a family 
tendency to certain infections which predispose to the 
formation of peptic ulcers; such are dental caries, and 
appendicitis, as mentioned by Sherren. Now as probably 
in a family there are often the predisposing factors to 
both infection and the localisation of the ulcer, it is 
from members of these families that we obtain the most 
striking histories in which many suffer from one particu- 
lar lesion—e.g., dwodenal ulcer. If, however, the in- 
fection is the only common predisposing factor, then in 
one patient the lesion may be a duodenal ulcer, and in 
another member of the same family a gastric ulcer or 
gall-bladder infection. 


cholécysto - gastrostomie) 


Cholecysto-gastrostomy. (Le 
Revue de Chirurgie, Vol. 


VILLARD ET RICHER, Lyons. 
44, No. 6, 1925. 

This procedure is indicated to drain the gall-bladder 
or the biliary passages or to modify the gastric con- 
tents. It has been used in the treatment of cholangitis. 
The rationale of its indication to modify the gastric con- 
tents rests upon the observation that ulcer cases seem 
to do well after the performance of this operation. How- 
ever, the use of this procedure for the two latter pur- 
poses is exceptional. The main indication is of course 
in the treatment of cases of icterus due to non-calculous 
obstruction of the common duct. The authors prefer 
gastric to jejunal or duodenal anastomosis because a 
firmer suture may be made with the stomach with much 
less difficulty. They never use the button. 


A Simple Procedure to Diagnose Common Duct Stone 


in Obscure Cases. (Un procédé simple pour faire le 
diagnostic des calculs du cholédoqye a symptémes 
frustes). J. Leveur and D. Berceanu, Paris. Revue 
de Chirurgie, Vol. 44, No. 6, 1925. 

The authors call attention to the fact that it is just in 
cases of hypochondriac pain with vague symptoms that 
a common duct stone may cause irreparable damage to 
the liver. They observe that in such cases neither the 
blood examination nor the x-ray may give any useful 
information. They suggest as the only reliable pro- 
cedure that used by Delbet, namely the urine examina- 
tion for biliary pigments. Following the acute attack 
of pain Delbet collects the urine every two hours in 
separate receptacles and examines each for the presence 
of biliary pigments by the method of Grimbert. In 
cases proven at operation the urine was usually found 
positive in the specimens collected during the fourth to 
sixth hour after the onset of the pain. This method 
has been particularly valuable in the cases of common 
duct stone without the presence of icterus. 


Diagnosis and Treatment of Diverticulitis of the Large 
Intestine. (Diagnostic et traitement chirurgical de la 
diverticulite du gros intestine). J. DE QuERVAIN, Berne. 
Archives Franco-Belge de Chirurgie, Vol. 18, No. 3, 
1925. 

“Diverticulosis” of the intestine is the condition char- 
acterized by the presence of numerous diverticula or sac- 
like protuberances from the intestinal wall. “Diverticulitis” 
is the clinical picture observed when these diverticula be- 
come inflamed. Diverticula may be seen in the duodenum and 
in the lower jejunum but occur most frequently in the large 
intestine. When they become inflamed, they may present 
any one of several pictures but never a symptom-complex 
characteristic of diverticulitis per se. The different forms 
in which this disease may manifest itself are: (1) peritonitis 
following perforation of an: inflamed diverticulum—the most 
common form; (2) subacute abscess, that is a localized per- 
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itonitis either in the pelvis or the lumbar regions; (3) 
sigmoiditis either acute or chronic; (4) diverticulitis with 
crises of obstruction—that is in the pseudo-neoplastic type, 

Before these complications have developed the only 
diagnostic signs are to be obtained by means of the procto- 
sigmoidoscope when the mouths of the diverticula may be 
seen, or by the use of the barium enema when the pouch- 
like projections from the intestinal wall may be demonstrat- 
ed. After the development of the inflammatory process the 
diagnosis depends upon the character and site of the compli- 
cation. Once the complication has developed the treatment 
must be that indicated by the extent of the inflammation, 
In the treatment of diverticulosis, the most suitable pro- 
cedure is that of resection of the involved segment with 
intestinal anastomosis. Colostomy or the performance of 
an intestinal anastomosis without resection is considered by 
the author as inadequate. 


The Sigmoidoscopic Picture of Chronic Ulcerative 
Colitis (Non-Specific). Burritt B. Crown and 
HERMAN RosENBERG, New York. The American 
Journal of the Medical Sciences, August, 1925. 

The pathologic areas involved in cases of non-specific 
ulcerative colitis may be distributed throughout the 
course of the colon, or in patches. 

According to the sigmvidoscopic picture one recognizes 
progressive stages such as: 

1. Acute or subacute stage. 

Active chronic stage. 

A later granular ulcerative stage. 
Terminal picture of colitis polyposis 
(Virchow). 

As sequelae one may occasionally see mild stric- 
ture formation or a carcinomatous degeneration 
of the polypoid state. 

The stage of healing may be extremely rapid, so that 
the regressive or reparative process may change an 
ulcerative hemorrhagic area into a healed mucous mem- 
brane within a few weeks. 


Argentaffine Tumors of the Appendix and Small In- 
testine. Wutry D. Forsus, Baltimore. Bulletin of the 
Johns Hopkins Hospital, August, 1925. 

The term carcinoma has been erroneously applied to a 
group of small tumors occurring either singly or in num- 
bers in the appendix and small intestines, and which bear a 
morphological similarity to true carcinoma of these organs. 

Six cases of so-called “carcinoma” of the appendix and 
small intestine are described, and the argentaffine or chrom- 
affine character of the cells of these tumors, originally de- 
scribed by Gosset and Masson, confirmed. The “carcinomas” 
or “carcinoids” of the appendix and small intestine have 
their origin in the cells of Kultschitzky and Schmidt of the 
crypts of Lieberkiihn and, therefore, are tumors of the 
chromaffine system. They may be spoken of as argen- 
taffine tumors, in view of the peculiar ability of the granules 
of the tumor cells to reduce an ammoniacal solution of 
silver. The importance of differentiation between the ar- 
gentaffine tumors and adenocarcinoma is emphasized. 

Attention is called to the general harmless character of 
the argentaffine tumors. 


cystica 


The Treatment of Acute Appendicitis by Early Interven- 
tion and Anti-gangrenous Sero-therapy. (Le traite- 
ment de l’appendicite aigue par l’intervention précoce 
et la sérothérapie antigangréneuse combinées). CH. 
CLAVELIN, Val de Grace. Le Progrés Médical, June 
27, 1925. 

The author advocates the immediate operation of all 
cases of acute appendicitis. He operates most frequently 
under spinal anesthesia and in all cases where he has 
been able to remove the appendix he closes the peri- 
toneum tight even when there is purulent fluid in the 
abdominal cavity. He reports 44 cases among them 
gangrenous appendices, appendicular abscesses and gen- 
eralized peritonitis. Once the source of the infection 
is removed the author addresses himself to the problem 
of removing the toxins and bacteria already in the per- 
itoneal cavity. This he accomplishes by the: introduction 
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into the peritoneum of a serum both antitoxic and anti- 
bacterial for the bacteria commonly found in cases of 
appendicitis. This anti-gangrenous serum contains anti- 
bodies against 21 different varieties of bacteria both 
aerobic and anaerobic. Following the amputation of the 
appendix 40 cc. of this serum is introduced into the peri- 
toneal cavity and the abdomen is closed without drain- 
age. The patient:is placed in Fowler’s position, proc- 
toclyses of glucose are administered and another 40 cc. 
of the serum is given subcutaneously. In very severe 
cases the injections may be made intravenously. They 
may be repeated on the third and fifth day subsequent 
to operation. In the 44 cases reported, there was not a 
single mortality despite the fact that many were suffer- 
ing from generalized peritonitis. No secondary cul-de- 
sac abscesses were observed and the post-operative 
course was in all cases smooth. 


Gyneplastic Repairs Following Childbirth. J. L. Busis, 

Gynecology, August, 1925. 

Cleveland, American Journal of Obstetrics and 

While prenatal care, delivery, and postnatal care have been 
greatly improved, practically nothing has been done at 
the time of delivery or lying-in period to remedy old lacera- 
tis of the genitalia. Experience during the past eight 
years at Mt. Sinai Hospital, Cleveland, has refuted the 
impracticability of operating immediately or shortly after 
childbirth. 

The reasons for operating at this time are that: It is 
both prophylactic and curative; it saves patients, hospitals, 
and community many dollars and hospital days; patients 
do not suffer more pain than is usual after the repair of 
new lacerations; operative deliveries or the presence of 
lochia do not seem to interfere with the healing of the 
tissues; subsequent deliveries are not complicated by the re- 
pairs. If a new laceration occurs, spontaneously or by episi- 
otomy, it is repaired immediately after the delivery. 

Every patient was greatly benefited by the gyneplastic 
operation. 


Hemangioma Formation in the Newborn. (Hamangiom- 
bildung bei Neugeborenen). WitHELM Hotz, Deggen- 
dorf a. Donau. Zentralblatt fiir Gynaekologie, July 11, 
1925. 

On the basis of one case in which he observed the forma- 
tion and development of a hemangioma of the face, Holz 
suggests that in predisposed infants, superficial trauma to 
the skin as in the manipulations of delivery may very well 
lead to the formation of a true hemangioma. This dis- 
Position on the part of certain children to the development 
of such vascular tumors may probably be a characteristic 
inherited from one or both parents. 


Operative Therapy of Salpingo-oophoritis. (Zur opera- 
tiven Therapie der Salpingo-Oophoritis). Max MANN- 
HEIM, Breslau. Zentralblatt fiir Gynaekologie, July 4, 


1925. 
Mannheim is absolutely against the operative treat- 


ment of the acute stages of a salpingo-oophoritis. It is 
only after a long period of conservative treatment with 
no prospect of cure that he undertakes to operate upon 
these cases. He reports upon 294 cases of salpingo- 
vophoritis treated by operation. Of these, 196 were 
radically handled, i.e., either a panhysterectomy or a 
Supravaginal hysterectomy with bilateral salpingo- 

rectomy was performed. The other cases were 
treated conservatively, i.e., only the grossly involved 
organs were removed. In a series of analytical tables, 
he shows that those treated radically showed a much 
higher Percentage of cures than those treated conserva- 
ely. Their period of convalescence was somewhat 
longer, it is true, than was that of the conservatively 
treated patients but the percentage of recurrences with 
secondary operations was considerably diminished. The 
Mortality of the radical operation is practically the same 
as that of the simpler procedures. The appearance of 
arfificial menopause symptoms is more marked in the 
young than in the older subjects but still not so severe 
a t0 preclude radical operation with the object of per- 
Manent cure, 


PROGRESS IN SURGERY 


. 


AMERICAN 
JourNaAL oF SURGERY 235 


Intravesical Prolapse of the Ureter. (Prolapsus intra- 
vésical de l'uretére). O. Mercier, Montreal. Journal 
d’Urologie, Vol. 19, No. 5, 1925. 

Prolapse of the ureter into the bladder is a relatively 
rare occurrence. When it does occur, the patient usually 
complains of general vesico-renal symptoms and the 
diagnosis is made only in the course of the routine cys- 
toscopic examination. Cystoscopically it must be dif- 
ferentiated from a cystic dilatation of the lower end 
of the ureter. The cystic dilatation of the ureter is to 
be considered as a congenital malformation while a pro- 
lapse of the ureteral end is to be hooked upon as an ac- 
quired deformity associated with some other renal factor 
which is the precipitating cause. Thus in the treatment 
of prolapse, it would be useless to attempt a cure with- 
out first eradicating the fundamental pathological pro- 
cess. Then after the calculus or the hydronephrosis is 
eliminated, an attempt may be made to treat the pro- 
lapse intravesically by amputating the whole prolapsed 
mass or by performing a meatotomy through the oper- 
ating cystoscope. 


Cancer of the Uterus and its Treatment. (Le cancer 
de I’ utérus et son traitment). J. Revet, Nimes. Gyné- 
cologie et Obstétrique, Vol. II, No. 6, 1925. 

Cancer of the neck of the uterus is not to be consid- 
ered as an incurable disease provided the -diagnosis is 
made sufficiently early. At the earliest suspicion of can- 
cer of the cervix an extensive resection of the uterus 
and the parametria should be undertaken. If the con- 
dition is far advanced but still considered operable pre- 
limenary #-ray therapy should be instituted. In the 
inoperable cases, radium should be given though the 
prospect of cure is very remote. 


Urethral Tuberculosis with Especial Reference to Tuber- 
culous Strictures. Ricuter, Upsala. Acta 
Chirurgica Scandinavica, June 30, 1925. (Vol. LIX, 
Fasc. IIT). 

The writer reports two cases of tuberculous stricture of 
urethra. In immediate relation to the sounding of the 
urethra performed in both cases miliary tuberculosis set in, 
causing the death of the patients within a short time. The 
writer further reports a case of tuberculous periurethritis 
with secondary infection, miliary tuberculosis, and sepsis. 
In this case there is a possibility that there may have ex- 
isted a primary tuberculosis of the urethra or of the seminal 
vesicles. 

There may even be high-grade tuberculous strictures of 
the urethra without the patient experiencing any subjective 
troubles whatever. For this reason it is necessary in al® 
cases of tuberculosis of the urogenital tracts to consider the 
possibility that there may be tuberculous stricture. 

The writer warns against the sounding of strictures in 
patients with tuberculosis of the urogenital tracts, in whom 
there may be reason to suspect that the stricture is of 
tuberculous nature. Exploratory exposure of the kidneys or 
ureters is recommended instead of cystoscopic examination. 

The writer further mentions thirteen cases of urogenital 
tuberculosis in combination with urethral stricture. In nine 
of these cases the primary focus could be removed (by neph- 
rectomy). In eight of these latter cases the operation was 
attended by healing of the urethral tuberculosis, too. 

Th tuberculous stricture of urethra should not be treated 
locally by means of sounds but by radical operation for the 
primary disease (nephrectomy). 


Disposal of Ureter in Surgical Excision of Malignant 
Tumors of the Bladder. VeRNE C. Hunt, Roches- 
ter, Minn. The Journal of Urology, July, 1925. 

In cases of large resectable malignant tumors of the 
bladder, in which the ureter is involved, occluded, or 
encroached on, it is necessary to divide the ureter and 
dispose of it either by ligation, placing entire reliance 
for total renal function on the remaining kidney, or 
by transplantation into a new segment of the bladder. 

A ureter involved or encroached on by a malignant 
tumor of the bladder is often obstructed, and hydrone- 
phrosis and hydroureter result. Experience has shown 
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that transplantation of a dilated ureter invites ascending 
infection. Too often as a result of ureteral obstruction 
and hydronephrosis the function of the kidney on the 
side of involvement is impaired and little is gained by 
attempting restoration of that function by transplanta- 
tion. Technical difficulties outweigh the advantage of 
the procedure. 

Unless subsequent reports show a lower mortality 
rate following segmental resection of the bladder and 
ureteral transplantation, ligation is the procedure of 
choice in Hunt’s opinion. . 


Cystic Inflammation of the Vesical Neck and of the 
Prostatic Urethra. JosepH A. Lazarus, New York. 
Surgery, Gynecology and Obstetrics, August, 1925. 

Cyst and polypi around the internal vesical sphincter and 
in the prostatic urethra are frequently secondary to specific 
and non-specific prostatitis. Such cysts and polypi can at- 
tain very large dimensions and be mistaken for neoplasms. 

The lesions in this condition differ from those in cystitis 

cystica in that they never invade the bladder and are of a 

purely inflammatory nature. 

A combination of fulguration of the cysts and of local 
treatment for the prostatic condition will always yield ex- 
cellent results in these cases. 


Combined Perineal and Hypogastric Route in Difficult 
Prostatectomies. (Vote combinée hypogastrique et 
périnéale dans certains prostatectomies difficiles). X. 
Detore, J. pE RouGeMENT and J. CreysseL, Lyons. 
Journal d’Urologie, Vol. 19, No. 5, 1925. 

In cases where it is impossible to deliver the prostate 
through the hypogastric wound, the authors advise sup- 
plementing the usual operative procedure by a small 
perineal incision which permits of easy enucleation of 
the prostate and its delivery, through the suprapubic 
wound by bimanual manipulation. Following the remov- 
al of the gland, a large drainage tube is placed from the 
suprapubic through the perineal wound. After three 
days this tube is removed and replaced by a simple 
roy ro Na drain. The perineal wound is then allowed 
to heal. 


The Prostate and Its Influence on Low-Back Pain. 
LioneL P. fPLayer, San Francisco. California and 
Western Medicine, August, 1925. 

Only by taking complete histories and making careful 
diagnoses can prostatitis patients with backache be pro- 
perly treated. 

In treating prostatitis all contiguous organs must be 
@arefully looked after, in order to eradicate all possible 
foci of infection, i. e.: seminal vesicles, bladder, kidneys, 
ureters, vas. deferentia, epididymii, urethra. 

One of the most important causes of backache in man 
is prostatitis. Routine examination of the prostate 
should be made in all male patients complaining of back- 
ache, and, if involved, proper treatment given. 

There is no specific cure for chronic prostatitis, and 
the fact that it takes from months to years of careful 
treatment to eradicate inflammation in that gland, we 
must believe that when we find such inflammation the 
cause of backache in so many patients, full relief will 
come only with co-operation between that wonderful bul- 
wark of medicine, the general practitioner, the general 
and orthopedic surgeon, the urologist, and last, but most 
important of all, the patient himself. 


Reflex Anuria. (Die reflektorische Anurie). H. Rus- 
RITIUS, Vienna. Wiener klinische Wochenschrift, July 
2, 1925. 

Rubritius discusses the whole question of the possibility 
of a reflex anuria. Some authors quoted by him seem to 
feel that a true reflex never occurs but that the symptom- 
complex usually considered as due to a reflex anuria is noth- 
ing more than evidence of a bilateral renal involvement. 
However, the experimental evidence would seem to in- 
dicate that true reflex anuria may occur. The pathway 
of this reflex is probably along the sympathetic tract. The 
experimental results of certain authors would seem to 
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indicate that such an anuria may be overcome by either 
paravertebral, splanchnic or lumbar anesthesia which blocks 
the sympathetic pathways. Whenever possible the obstruct- 
ing cause of the anuria should be removed. If the patient 
is seen after the lapse of 48 hours the condi ion is usually 
so serious as to preclude anything but a rapid nephro- or 
pyelotomy, with subsequent removal of the obstruction, 


Osteochondritis of the Second Metatarsophalangeal 
Joint (Koehler’s Disease). A. Gortrtiies, Los An- 
geles. California and Western Medicine, August, 1925, 


Metatarsophalangeal osteochondritis is a name applied to 
a condition of the second, infrequently the third, metatarsus 
and is characterized by definite changes in the metatarsal 
head, the distal half of the shaft and the corresponding 
metatarsophalangeal joint. Freiberg described the disease 
as in infraction of the metatarsal head; but since Koehler’s 
detailed presentation of five cases (1920) it has received 
consideration and been reported in literature. About ninety 
cases have been quoted by various writers up to 1924; to 
this number Gottlieb adds seven. Although many cases 
have been observed in adults of various ages, adolescence 
seems to be a predisposing factor. 

Most plausible is the theory of chronic trauma which is 
based on the disproportion between the weight-bearing 
capacity of the second metatarsus and the exertion to 
which it is exposed. The second metatarsal head pro- 
jects beyond the other heads and receives most of the 
weight in walking. At the final act of each step, ex- 
cessive burden is transmitted through the second meta- 
tarsal head, thus exposing it to direct pressure from 
above and to various insults from the unevenness of the 
ground below. The less trequent involvement of the 
third metatarsus can be explained on the same basis. 
The predominance of skin calluses under these heads, 
anterior foot swelling of soldiers, marching fracture of’ 
the second, rarely the third, metatarsal shatt, as well as 
traumatic periostitis of these shafts can all be attributed 
to the same cause, viz., constant weight-bearing pressure 
and chronic trauma. This affection is associated with 
a transversoplanus, flatfoot and frequently, halus valgus. ° 
valgus. 

As a contributing cause may serve the improperly 
fitting shoe with a high heel and a narrow box toe as 
worn by women, who furnish over 75% of reported 
cases, But as an actual factor, the shoe can be blamed 
as little as direct trauma, which is denied in most cases. 
Both may only add insult to a pre-existing static incom- 
petency of the feet. 

Most writers suggest that a constitutional weakness 
of the osseous system serves as a predisposing element. 

Radiograms present definite characteristic shadows: 1. 
Changes in the proximal head of the third phalanx. 2. 
Considerable widening and irregularity of the joint space. 
3. Flattening of the distal metatarsal head so that the 
circular outline is lost. 4. Calcareous deposits on_ the 
joint capsule. 5. Shortening and thickening of the distal 
end of the metatarsus, so that the normally dainty neck 
is obliterated. 6. The distal half of the metatarsal shaft 
is increased in circumference and the entire shaft may 
be shorter. 7. In the old cases the internal architecture 
of the head has reformed, although the shape of the head 
= shaft retain the characteristic stigmata of the con- 

ition. 

The patient complains of pain in the second meta- 
tarsophalangeal joint, or in the third if this happens to 
be affected. Both joints have not been found to be i- 
volved in the same case; neither has the condition ap- 
peared bilateral. The pain is especially felt on weight- 
bearing. Dorsal flexion of the toe is painful and motion 
is limited on account of muscle spasm. There is usually 
poor foot posture: Pronation, abduction of the forefoot, 
depression of the anterior and the longitudinal arches, de- 
viation of the big toe and halux valgus. Swelling, palpa- 
ble enlargement and sensitiveness on pressure are pres- 
ent in the region of the involved head and joint. The 
toe may be shorter and the flattened metatarsal head 
may lie proximal to the line drawn between the first and 
third heads. The leg muscles are not atrophied. 
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A number of conditions of the forefoot may have 
to be eliminated. Morton’s toe pertains to the fourth 
only and offers no abnormal shadows in the -+-ray. 
Metatarsalgia is always bilateral, although it may be 
more pronounced in the left foot; persistent metatar- 
salgia in adolescence should be roentgenographed as 
likely to be associated with this condition. Traumatic 
periostitis of the metatarsal shaft and the anterior foot 
swelling of soldiers will give a history of prolonged 
marching, will present tenderness over more than one 
shaft and will reveal periosteal thickening in the +-ray. 
Fracture of the shaft or of the sesamoids will offer a 
corresponding history of accident and be shown in the 
x-ray. 

The outcome of acute cases is very favorable under 
conservative treatment, 

Weight-bearing pressure must be relieved by support- 
ing the metatarsal shaft by means of a cup-shaped piece 
of felt to fill the area behind the affected joint. The pad 
may have to be extended to raise the entire transverse 
arch off the ground. A plantar splint, reaching to the 
second phalangeal joint and placed below the felt pad, 
will effect immobilization of the metatarsophalangeal 
joint and relieve it from superimposed weight. Com- 
plete immobilization is not necessary, but the patient 
should use the foot, even with the pad and splint, only 
within the limit of pain. A laced shoe with a semi- 
flexible shank should be provided. It should fit snug 
enough to make the foot follow its movements and 
should have a front sufficiently wide and long to permit 
spreading the toes and lengthening the forefoot in 
weight-bearing. The abduction and pronation of the 
foot are overcome by means of the valgus wedge in- 
serted in the inner side of the heel and sole in order 
to tilt the boot and throw the body weight outward. 

The foot is to be subjected to: incandescent light and 
heat, followed by quartz light exposure or by diathermy 
and mild massage and movements. As soon as pain 
subsides, the patient is instructed to perform exercises 
in order to strengthen the supinators and the intrinsic 
foot muscles. 


Mechanics of Back Strains. Z. B. ApAms, Boston. The 
Journal of the A. M. A., July 25, 1925. 


Adams reviews the mechanics of the joints in the dif- 
ferent regions of the spine, in order to show the effect 
of the shift of their relative positions to one another, on 
the stress brought on the ligaments, and thus to show 
where strains usually occur. The region of the spine 
in which the strains most commonly occur is the low 
cervical region. Strains in the thoracic spine are not 
common. This region is well braced by the ribs. When 
there are severe distortions, as in scoliosis and in Pott’s 
disease, occasionally there is pain due to strain; but 
when the deformity develops slowly and is constant, 
there is surprisingly little pain. At the dorsolumbar 
junction, one of the most limber spinal sections, there are 
frequent strains, chiefly in the round and hollow-backed 
type of person. There are but few cases which show 
symptoms that can be attributed to the midlumbar spine. 
The ability to hold the back in the best position to avoid 
strain certainly depends, to a large degree, on how the 
body trunk is poised on the feet, knees and hips. First 
of all, patients should be shod properly, so that the 
Weight is not thrust down won the heads of the metatarsal 
bones, This does not mean alone the avoidance of high 
heels, but it means a shoe long enough to avoid press- 
ure of the vamp seam on the metatarsal shafts and heads, 
Preventing their being raised. It means no cramping of 
the toes. The weight should be carried on the foot in 
ee Position, with the arch of the foot held up, and the 
€g rotated outward, so that the pivots of the knee and 
ankle are in the same plane; the knees straight, not in 
yperextension. This allows the trochanters to be held 
ack and the femoral necks to approach the pelvis, with 
f formal, forward inclination of 15 degrees, and this 
nd ard Push props the acetabula upward and forward, 
and diminishes the possibility of backward tilt of the hip 
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bones and pelvis as a whole. The proper treatment of 
these back strains involves getting the muscles into con- 
dition. At the same time, patients should be trained to 
stand in the proper position, so that their bones support 
the weight. The muscles hold them there. When the 
ligaments have been torn, it is analogous to a sprained 
ankle ,or when badly stretched, to a chronic flat foot, 
and the cure is not always an easy or rapid process to 
accomplish. In the acute cases of low back strain, a 
surprising amount can be accomplished by adhesive strap- 
ping.on the skin, to bind the gluteal muscles together 
and prevent the backward tilting of the pelvis. In the 
severe cases in which real damage has been done, and 
the ligaments have to shorten and repair, braces and 
corsets must be used; but one should not lose sight of 
the importance of developing the muscles, the anterior 
abdominal wall, the psoas and gluteii, as well as the quad- 
ratus lumborum and erector spinae, and get the skeletal 
frame into the position in which it can support the weight 
at the best mechanical advantage. When the back symp- 
toms seem to have developed as the result of a con- 
genitally defective fifth lumbar vertebra, locking of this 
section of the spine by bone-graft or fusion is necessary 
to get permanent relief. 


Snapping Finger and Stenosing Teno-vaginitis of the 
Flexor Tendons of the Finger. (Schnellender Finger 
und stenosierende Tendovaginitis der Fingerbeugsehne). 
Pror. Fritz Krou, Cologne. Archiv fiir Klinische 
Chirurgie, July 4, 1925. 


The author has examined a great number of fingers 
showing the snapping phenomenon. In practically all 
there was found a thickening of the synovial sheath 
with occasionally a fusiform swelling of the tendon be- 
low the area of pathological change in the synovial wall. 
The author believes that the changes in the tendon 
sheath are primary and that the swelling of the tendon 
is a secondary phenomenon which occurs only after 
cicatrization of the tendon sheath has led to a stenvsis 
at the site of the pathological process. By way of treat- 
ment in most cases he does nothing more than split the 
sheaths wide open and resect a small portion of the an- 
terior wall to prevent adhesion and recurrence of the 
stricture. Occasionally it may be necessary to remove 
the vincula accessoria which are involved in the pathol- 
ogical process. 


Diagnosis of Dislocation of the Lower Radial Epiphysis. 
(Zur Diagnostik der Epiphysenlisung am _ unteren 


Radiusende). R. MAteER. 
urgie, July 25, 1925. 
Maier calls attention to a diagnostic sign in epi- 
physeolysis of the lower end of the radius which be be- 
lieves has not been previously described. This consists in 
an inability of the patient to appose the thumb and in- 
dex finger. No matter how slight the dislocation may 
be. the paresis above mentioned persists until complete 
reduction is secured. The author believes this is due 
to a pressure of the end of the radius upon the median 
nerve. 


Archiv. fiir klinische Chir- 


Hemangiomas of the Knee Joint. J. T. O’Ferratt, 
New Orleans. The Journal of the A. M. A., August 
15, 1925. 

Three cases are reported illustrating the difficulty of 
diagnosis and the extension that may take place in the 
formation of the tumor. The preoperative diagnosis in two 
instances was incorrect. O’Ferrall points out that in the 
diagnosis of “internal derangements” of the knee joint, 
the presence of hemangioma must be excluded, especially 
if the history indicates a long standing disability or one 
resulting from trauma. It is most frequently found in chil- 
dren and young adults. Adequate roentgenray and radium 
treatment should be given before operative intervention is 
considered. The prognosis should be guarded. Careful 
observation over a long period, after any form of treatment, 
should be insisted on. 
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Facial Surgery. By H. P. Picxermi, C.B.E, M.D., 
M.S.; Surgeon-in-charge of Facial and Jaw Depart- 
ment, Dunedin Hospital; Late Surgeon-in-charge of 
the New Zealand Section Queen Mary’s Hospital; etc. 
Small quarto; 162 pages; 255 illustrations. New York: 
Woop & Company, 1924. 


It is unfortunate that as great a catastrophe as the recent 
war was found to be the stimulus necessary to bring about 
any progress in the field of reconstructive surgery. But 
the tremendously mutilating results of high explosives and 
liquid fire rendered absolutely essential the development of 
a completely new and extensive branch of surgical procedure, 
if any attempt were to be made to even partially rehabilitate 
the afflicted soldier. Fortunately the principles evolved as 
a result of the exigencies of war in the treatment of acci- 
dental losses of tissue may be applied in civil practice to the 
losses of tissue necessitated by the removal of large 
areas consequent on the treatment of various tumors, in- 
fections and congenital mal-formations. 

The author, who is in charge of a large reconstruction 
hospital devoted during the war to the treatment of facial 
defects, has presented the essential facts of the reconstruc- 
tive surgery of the face. A great number of the procedures 
discussed were devised by him. In presenting his material, 
Pickerill has attempted, with excellent success, to discuss 
the principles underlying the various plastic procedures 
rather than to describe the different operations to be used. 
The first part of the book is devoted to a discussion of the 
general principles involved, of the different types of grafts, 
and of the methods of their use. The second part is devoted 
to a discussion of the reconstruction of the face in military 
surgery while the last section indicates the conditions in 
which the principles developed as a result of war in- 
juries may be applied to the needs of civil practice. The 
volume is profusely illustrated with pictures and schematic 
drawings. 


Internal Derangements of the Knee-Joint. Their Path- 
ology and Treatment by Modern Methods. By A. G. 
TrmBRELL FisHer, M.C., F.R.C.S. (Eng.). Late 
Hunterian Professor, Royal College of Surgeons of 
England, 1921 and 1922; Assistant, Surgical Unit, 
University College Hospital; Surgeon (With Charge 
of Out-Patients), Seaman’s (Dreadnought) Hospital, 
Greenwich; Joint Lecturer on Operative Surgery, 
London School of Clinical Medicine; etc. Small 
octavo; 144 pages; 80 illustrations. New York: THE 
MACMILLAN CoMPANY, 1924. 


This is a distinctive addition to the literature of a sub- 
ject which, from the standpoint of the development of 
operative treatment, may well be spoken of as recent. 
This small monograph attempts to sum up our present 
knowledge of the varieties of internal derangements of 
the knee, their mode of production and their treatment. 
To this knowledge the author has made definite con- 
tributions. Those familiar with the literature of the 
subject will recall his Hunterian lectures and his other 
articles in British journals. The book is divided into two 
parts. Part 1 concerns the pathology and surgery of 
the semilunar cartilages; part 2, the pathology and sur- 
gery of other varieties of internal derangement. While 
injury to the internal semilunar cartilage thus occupies, 
deservedly, a large part of the book, Fisher properly 
says that diagnostically these cartilages are “more sin- 
ned against than sinning”, that derangements of other 
structures may produce the same symptoms. This can 
hardly be overemphasised. It impresses the importance 
both of guarding the prognosis after semilunar cartilage 
operation and of free arthrotomy in cases in which there 
is any reasonable doubt. A small or large piece of 
cartilage broken off from the femur or patella, impalpa- 
ble as a foreign body and invisible in the x-ray film may 


be the cause of recurrent or persistent effusions and of 
joint weakness; and such a derangement could not he 
discovered or adequately dealt with without free arthro. 
tomy. The latter operation is growing steadily in favor 
in suitable cases, as surgeons become less fearful of its 
dangers and more: familiar with its possibilities and its 
technics. In this connection Fisher here describes his 
own method of approach by dislocation of the patella, 
Many other observations and ‘procedures here described 
are original. We warmly commend the reading of this 
small work to those especially who are not already 
familiar with the author’s articles on this subject. 


Newer Methods of Ophthalmic Plastic Surgery. By 
Epmunp B. Spaetu, M.D., F.A.C.S., Major, M.C, 
U.S.A., Chief, Eye Clinic, Walter Reed U. S. Army 
General Hospital, Washington, D. C.; Clinical Instruc. 
tor and Assistant in Ophthalmology, The Army Medical 
School, Washington, D. C. Octavo; 258 pages; 168 
illustrations. Philadelphia: P. Biaxiston’s Son & 
CoMPANY, 1925. 


This treatise is primarily intended to supplement the 
recognized text-books of ophthalmic surgery by giving 
the author’s methods and by quoting and abstracting the 
recent important contributions to the plastic surgery of 
the eye. 

The technic of presentation is a most difficult one and 
the author has solved it for himself by dividing the book 
into a first part devoted to general principles and a sec- 
ond part describing methods classified according to the 
deformity to be corrected. The principles emphasized 
are sound and should prove helpful to the general sur- 

eon. 

x It is a little too bad that the style of the first part, 
that of a dissertation, has been carried into the second 
which is intended for ready reference. A little more 
frequent use of bold face type would be helpful. The 
illustrations are good. The accepted orthodox proseed- 
ures are taken for granted and merely mentioned. ; 

The importance of Wheeler’s work with free skin 
grafts from the upper lid as well as his restoration of 
the socket has not been made sufficiently prominent in 
the general plan of the volume. No mention is made 
of the repair of recent injuries to the lid. 


Infections of the Hand. A Guide to the Surgical Treat- 
ment of Acute and Chronic Suppurative Processes 
in the Fingers, Hand, and Forearm. By Aten B. 
Kanavet, M.D.; Professor of Surgery, Northwestern 
University Medical School; Attending Surgeon, Wesley 
Memorial Hospital, Chicago. Fifth Edition. Octavo; 
499 pages; 106 illustrations. Philadelphia and New 
York: Lea & Fesicer, 1925. 


Kanavel’s classic work is well among the most widely 
read of American medical books. It is on the shelves of 
thousands of general practitioners and of surgeons 
appreciate the seriousness of hand infections and wel- 
come the guidance that this pioneer work furnishes. It 
portrays as no other study has ever done the pathologic 
anatomy of the hand, the recognition of the various 
types and paths of infection and the placing of the in- 
cisions for their drainage. All this has appeared in the 
previous editions. In this, fifth, edition additional mat- 
ter has been introduced to emphasize what “industrial 
surgeons and surgeons generally are now bending great 
effort to accomplish, viz., the preservation of function 
after hand infections. This is presented in modern fash- 
ion with appropriate reference to and illustrations of bl 
ious splints and other mechanical aids to this. end. T r 
employment of the “position of function” or “position 0 
rest” during the treatment of hand infections—preventing 
the “flat hand”, and maintaining the physiologic postur¢ 
of the thumb—has been stressed in recent literature, cs 
is adequately dealt with in this edition. The proof-reat 
ing might have been improved upon. For oxen d 
systematically should be systemically (page 77); 08) 
should be dorsal (page 80), on should be one (page 10°): 
must should be just (page 110), etc. 
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Applied Anatomy. The_ Construction of the Human 
Body Considered in Relation to its Functions, Dis- 
eases and Injuries. By Gwirym G. Davis, M.D., Late 
Professor of Orthopedic Surgery and Associate Pro- 
fessor of Applied Anatomy in the University of Penn- 
sylvania. Revised by Georce P. Mutter, M.D., Profes- 
sor of Clinical Surgery in the University of Pennsyl- 
vania; Surgeon to the University and Misericordia Hos- 
pital, Sixth Edition, Large octavo; 638 pages; 656 il- 
lustrations. Philadelphia, London & Montreal: J. B. 
Lippincott COMPANY, 1924. 

This well-known treatise, which first appeared in 1910, 
isa legacy to us from a talented anatomist and surgeon, 
who died in 1918 in the midst of a brilliant career. As 
its subtitle indicates, the work stresses the relations of 
anatomical structures to functions, normal and disturbed. 
It is richly illustrated with original drawings by Erwin 
Faber, chiefly from original dissections; and many in 
colors. Prof. Muller has reverently undertaken the re- 
vision for this posthumous edition. Some new matter 
has been added to the anatomical descriptions, which 
are otherwise but little altered. Most of the additions 
have been in the descriptions of certain operations. The 
sections dealing with fractures have been brought up to 
date. Although many operations are described the 
work is not an “operative surgery.” Indeed, it includes 
many references to disease processes that are not 
surgical. 


Post-Graduate Lectures, Delivered Under the 
Fellowship of Medicine. Edited by Hersert J. PATER- 
son. Octavo; 186 pages; illustrated. New York: 
Woop & ComPANY, 1925. 

This volume contains eleven articles on cancer of the 
various organs of the body prepared by specialists in their 
respective fields. The articles were originally prepared as 
lectures to be presented to a post-graduate student body. 
While containing nothing essentially new, they give a very 
concise statement of the attitude of the leaders of the 
profession toward: the problem of cancer. The general 
tenor of the contributions is that early diagnosis is the most 
important part of the treatment. Next comes radical sur- 
gical removal of the focus. In the main, the concensus 
of.opinion is that radium and +-ray treatment of carcinoma 
has been wholly disappointing in its results. Among. the 
contributors to this symposiurn are Sir Thomas Horder, 
Sampson Handley and Bonney. The articles are well written 
and represent the modern feeling toward cancer. 


Cancer. 


Surgical Treatment of Pulmonary and Pleural Tubercu- 
losis, By J. Gravesen, M.D. (Copenhagen), Medical 


Vejlefjord Sanatorium, 
New York: 


Superintendent, 
Octavo; 155 pages; 87 illustrations. 
LIAM Woop & ComPANY, 1925. 
Apart from the performance of a removal of a portion 
wt a lung affected with tuberculosis, the only principle 
involved in the surgical treatment of pulmonary tuber- 
culosis is that of “collapse therapy”. By collapsing it 
has been proposed first to bring about an immobilization 
of the affected lung, second to prevent the absorption of 
toxins into the general circulation and thus to bring 
about an improvement of the. general health, and third 
to cause a sort of hyperemia in the immobilized lung 
tissue which would ultimately result in cure. These very 
desirable results may be accomplished in two main 
Ways. In the first method, that of pneumothorax, the 
pleural cavity is entered and the lung itself collapsed 
by filling the pleural cavity with a gas. This method 
because of its relative simplicity has lent itself to wide 
application both by the physician and the surgeon. There 
are, however, occasions when this procedure cannot 
€ carried out because of adhesions. In such cases, a 
method of Jacobaeus is employed—intrapleural thoraco- 
Scopy with division of adhesions under direct vision. In 
Certain cases, it may be desired to immobilize the affected 
lung .by paralyzing the phrenic nerve. The second 
Principle involved is that in which the pulmonary col- 
apse is secondary to a collapse of the chest wall by 
Means of the extra-pleural thoracoplasty. 
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In his very excellent monograph, the result of twenty- 
five years of work in the Vejlfpord Sanatorium, Grave- 
sen presents the indications and contraindications to the 
use of these various procedures. The most minute de- 
tails of the technic to be employed is given with a con- 
sideration of the end results of the different procedures 
as noted by himself. Several chapters are devoted to 
the consideration of the surgical treatment/of the differ- 
ent forms of pleural tuberculosis. The whole volume 
is extremely interestingly written and exceedingly well 
illustrated. 


A Synopsis of Surgery. By Ernest W. Hey Groves, 
M. S., M.D., B.Sc. (Lond.), F.R.C.S. (Eng.); Sur- 
geon to the Bristol General Hospital; Professor of 
Surgery, Bristol University; Examiner in Surgery, 
Universities of London, Liverpool, Leeds and Shef- 
field. Seventh Edition. Octavo; 671 pages; illustrated. 
New York: Witit1Am Woop & ComMPANy, 1925. 


This volume represents an attempt on the part of the 
author to epitomize for rapid review or reference the field 
of general surgery. In outline it follows the plan of Rose 
and Carless’ text-book of surgery. No attempt is made 
at extensive discussions of the various problems treated. 
The clinical pictures as well as the treatment indicated, 
whether of an operative or an expectant nature, are pre- 
sented in bare outline but withal so succinctly that the es- 
sential principles stand out in bold relief. In a field where 
it is physically impossible to keep abreast of the times in 
all branches, this volume is of value in the perspective it 
permits, 


Synopsis of Midwifery and Gynecology. By ALeck W. 
Bourng, B.A., M.B., B.Ch., (Camb.), F.R.C.S. (Eng.) ; 
Senior Obstetric Surgeon, Queen Charlotte’s Hospital, 
London; Obstetric Surgeon to Out-patients, St. Mary’s 
Hospital, London; Surgeon to Out-patients, Samaritan 
Hospital for Women; etc., etc. Third Edition. Octavo; 
434 pages; illustrated. New York: WiLtt1AM Woop & 
CoMPANY, 1925. 

The present edition of this volume has been enlarged 
by the addition of a chapter on gynecology. In both 
sections—obstetrics and gynecology—only important de- 
tails are considered and in strictly outline form. The 
work is intended primarily to provide a means of quickly 
reviewing the subject matter in both fields, for such 
purposes as examinations. 


Traitement des Fractures et Luxations des Membres. 
Par Jacques Leveur, Chirugien des H6pitaux de Paris: 
Cu. Gtrope, P. Mornarp, Raout Monon. Chefs de 
Clinique 4 la Faculté de Médecine de Paris. Duodecimo ; 

444 pages; 247 figures. Paris: MAsSon ET CIE, 1925. 
This excellent little volume.is the work of several of 
Delbet’s chiefs of clinic. It was prepared primarily as a 
text-book for the instruction of the physicians taking the 
post-graduate course in Delbet’s clinic and consequently 
presents the teachings of the master. The book is well 
written and profusely illustrated with excellent schematic 
drawings which adequately describe the procedures un- 
der discussion. It is intended as a practical vade mecum 
for the practitioner and consequently an attempt is made 
to describe only those simpler procedures that are avail- 
able to all. The subject is considered under four main 
headings. The first is devoted to a consideration of the 
orthopedic treatment of fractures. For each type of case 
discussed first the emergency and later the definitive 
treatment is carefully described. The second is dedi- 
cated to a discussion of the various forms of dislocation. 
For the most part, the therapeutic procedures are those 
with which all are familiar. In the reduction of disloca- 
tions of the shoulder, the authors prefer the method used 
by Delbet rather than the more commonly known Kocher 
method. In this maneuver no anesthesia is used and 
the reduction is accomplished by means of prolonged 
gentle traction in the abducted position. The third part 
is concerned with a discussion of the methods and indi- 
cations for the open treatment of fractures. The fourth 
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part is a small chapter in which the treatment of com- 
pound fractures- is outlined. 


Orthopddische Therapie.Von Pror. Dr. HermMANn Gocut, 
Direktor und Dr. Hans Deprunner, Bisher Oberarzt 
der Orthopfidischen Universitats-klinik, Berlin. Octavo; 
335 pages; 279 illustrations. Leipzig: F. C. VocEL, 1925. 

When one finishes the reading of this very .excellent 
treatise on orthopedic therapy, one is surprised that such 
a volume should appear so belated. In the vast literature 
on orthopedics there is practically none devoted to a dis- 
cussion of therapy only. If therapeutic procedures are 
described in the usual text-book on orthopedics, they are 
usually indicated in a very brief and casual manner with- 
out any statement as to the relative merits of the various 
procedures. In this contribution, the authors do not 
attempt to cover the entire field of orthopedic therapy. 
Their only object is to present the practice of the Ber- 
lin University clinic. Those procedures that have prov- 
en their value in the hands of the authors over a long 
period of years are discussed in minute detail. A large 
number of excellent original drawings have been made 
and the text is unusually vivid and complete. 

Wherever possible, as in the consideration of tubercu- 
losis or the system diseases such as rachitis, osteomalacia, 
ostitis fibrosa, etc., an etiologic classification has been ad- 
hered to, but in the main an attempt has been made to 
group together the different orthopedic conditions occur- 
ring in or about a particular bone or joint. A large 
chapter has been devoted to a consideration of the vari- 
ous types of paralyses. In the treatment of the flaccid 
form, the authors incline toward the use of the Mayer- 
Biesalski method of muscle transplantation while in the 
spastic type they prefer galvanism, muscle training and 
the Stoeffel operation. In the treatment of tuberculosis 
of bones and joints, the authors prefer conservative rath- 
er than operative therapy. Heliotherapy, general care 
and preeminently traction and immobilization are the 
procedures of choice. In special cases, the indications 
for which are explicitly given in the text, operative meas- 
ures are to be undertaken. 


Diagnostik und Therapie der Magenkrankheiten. Von 
Proressor Dr. I. Boas, Berlin. Achte und Neunte 
Auflage. Octavo; 817 Seiten; 145 Textabbildungen; 6 
Farbigen Tafeln. Leipzig: Georg THIEME, 1925. 

The eighth and ninth editions of Boas’ book on Diagnosis 
and Therapy of Diseases of the Stomach remains, as it has 
always becn, a classic of completeness and exactness. The 
well-balanced judgment and experience of the author are 
evident throughout. 

On account of economic conditions in Germany after the 
war the publication of the present edition was delayed, but 
the perusal of the book shows a very complete working over 
of all the material. There is not. a chapter that does not 
show revision and modernization. 

The chapter on Occult Bleeding has been carefully gone 
over and additions have been made. The enthusiasm of Boas 
for the diagnostic value of occult bleeding, a method which 
he sponsored, remains unchanged in spite of the lack of 
corroboration of the remainder of the medical world. 

By far the largest improvement consists in the addition of 
extensive discussions of x-ray diagnosis of ulcer and of 
growths. Several plates have been added; however, no at- 
tempt has been really made to deal with the most 
important field of Roentgen diagnosis or to give the 
subject the space to which it is entitled. Approximately 
200 pages of this large book are devoted to chemical 
studies and gastric analyses, while less than a dozen 
radiographs of ulcer and the same number of carcinoma 
are supposed to represent the chapter on x-ray diagnosis 
of these conditions. Certainly in this country, and with 
the younger men of this generation, the importance of 
chemical diagnosis has given ground very materially in 
favor of roentgenography. The emphasis placed upon 
chemical analyses at the expense of the exceedingly more 
important Roentgen diagnosis gives this book a Euro- 
pean coloring and tends to lessen its value as a modern- 
ized text-book. 
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Gastric Ulcer has been re-written and one definitely 
good step has been taken—that of considering gastric 
and duodenal ulcers as an entity. Here the author js 
ultramodern and is properly one step ahead of many of 
the surgeons who insist upon regarding and treating 
duodenal ulcer as a disease differing from gastric ulcer, — 

An attempt has been made to give more space to the 
surgical consideration of gastric ulcer and its end results, 
This seems very warrantable as the surgical cure of ulcer 
has, in the last few years, been undergoing rapid changes 
and beneficial progress and statistics on the end-resul 
warrant a large consideration in a text-book of this kind, — 

It is surprising to what an extent the modern American 
literature has been quoted in this book. While, as the 
author says, it is impossible to consider the volume as a 
reference hand-book, or compendium on the subject, it 
constitutes, even for the American student of gastro- 
enterology, a book of invaluable interest, well-balanced 
and complete enough to serve as a source of reference 
on most of the subjects which he may be inclined to 
investigate. 

1924 Collected Papers of the Mayo Clinic and the Mayo 
Foundation. Edited by Mrs. M. H. Mettisx, Volume 
XVI, 1924. Octavo; 1331 pages; 254 illustrations, 
Philadelphia and London: W. B. SAunpeErs Co., 1925, 

This large and interesting volume is a collection of all 
the many publications from the Mayo Clinic and the 
Mayo Foundation for the year 1924, including not a few 
that did not appear until the early months of 1925. So 
large is the literary output of the Clinic and the Founda- 
tion that several articles are here merely abstracted, and 
several others—for the most part technical in character— 
are listed by title and reference only. The papers are 
grouped by subjects. Like its predecessors this volume 
reveals the literary skill and precision of the editor, Mrs. 
Mellish. 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Sur- 
gical Sciences. Edited by Hopart Amory Hare, M.D, 
LL.D., Assisted by LetcHton F. Appreman, M.D. 
Volume 2, June, 1925. Hernia, Surgery of the Abdo- 
men, Gynecology, Disorders of Nutrition and Meta- 
holism, Diseases of the Glands of Internal Secretion, 
Diseases of the Blood and Spleen, Ophthalmology. 

Progressive Medicine is always well worth while. There 
are no outstanding discoveries to be reported so far this 
year, but there is record of steady improvement in the art 
and science of medicine as evidenced by the transfer of 
chronic purpura to the surgical wards for splenectomy. 
importance and functions of the reticulo-endothelial system 
are becoming established and generally recognized. 
reviews show erudition and industry. 


Chirurgische Propddeutik. Von Pror. Dr. Ericn Sonn- 
tac. Diréktor des Chirurgische-poliklinischen Insti- 
+uts der Universitats Leipzig. Octavo; 262 pages; 135 
illustrations. Leipzig: Grorc THIEME, 1925. | 

This volume is an elementary treatise on surgical phy- 
sical diagnosis. No attempt is made to discuss the use 
of the Roentgen ray or the usual laboratory procedures 
in arriving at a conclusion in a surgical condition. While 
the book contains a, wealth of clinical information appro- 
priately illustrated, the author has presented his material 

in too categorical a manner without the slightest trace 0 

inspiration or stimulation. 


From Infancy to Childhood. The Child from Two to Six 
Years. By Ricnarp M. Smitu, M.D., Assistant Pro- 


fessor of Child Hygiene, Harvard University; Asso- 
ciate Physician, Children’s Hospital; Visiting Physician, 
Infants’ Hospital, Boston. Duodecimo; 105 pages. 
Boston: THe ATLANTIC MoNTHLY PREssS, 1925. 
An exceedingly simple book for mothers, accurate 
dependable. Despite its brevity it affords a satisfactory 
foundation for an understanding of the run-about-child. 
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